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Health is a state of complete physical, 
mental and social well-being 
and not merely the absence of 
disease or infirmity 


WHO Constitution 


Twenty years have passed since the Member States of the World Health Organization adopted the 
historic resolution calling for Health for All by the Year 2000. Today, as we stand on the threshold 
of the 21st century, it is time to see how far we have come and how far we still have to go. It is time 
to see what we had aimed for and to judge what we have achieved. It is time to move away from 
thetoric and to accept the ground realities. It is, above all, time to learn from the successes and 
failures and to redouble our efforts to fill the gaps, to reach out to those as yet unreached - the 
underprivileged and the marginalized. 


The WHO South-East Asia Region is in transition with rapid changes taking place in all sectors. 
Growing industrialization, economic liberalization, technological advances and the information 
revolution are impacting the health status of the people. Health is also in transition. While infant 
mortality rates have decreased, life expectancies have risen and the prevalence of some major 
communicable diseases has declined. On the other hand, population pressures, the growth of slums, 
environmental pollution, the emergence of new infections and the re-emergence of some old infectious 
diseases now pose serious challenges. 


Political upheavals in the world in recent years have affected the social and cultural life of our 
people. While changes in the economy have led to opening up of markets and industrial growth in 
many countries, unemployment still abounds. The status of women continues to be low in some 
countries. Modernization and industrialization and their consequent lifestyle changes have led to an 
increasing prevalence of behaviour-linked diseases such as cardiovascular diseases, cancer and diabetes. 
Mental disorders are on the rise. During the last two decades, disasters such as floods, drought and 
earthquakes have also affected the economies of the Region. 


Countries of our Region have been implementing national strategies and plans of action for health 
for all as an integral part of the global and regional strategies. We have also been regularly monitoring 
and evaluating our health-for-all strategies and reporting to the WHO governing bodies. We have a 
wealth of experience to share with other Regions and countries in formulating plans for the future. 


In this Regional Health Report for 1997, significant achievements in health development over the 
last 20 years, including the lessons learned and challenges still to be met, have been highlighted. 
These insights will contribute to the new WHO global health policy for the twenty-first century. It 
is hoped that the publication will be useful not only for health professionals and planners but also for 
anyone interested in health development in the Region. 


Dr Uton Muchtar Rafei 


Regional Director 


WHO South-East Asia Region 
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The boundaries shown on this map do not imply official endorsement or acceptance by the World Health Organization 
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DPR Korea 
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Myanmar 
Nepal 

Sri Lanka 
Thailand 


In 1977 Member States of the 
World Health Organization 
adopted a resolution that was 
meant to change the face of the 
world’s health. Hailed as the 
most significant landmark in the 
history of international health 
development, the resolution, 
calling for health for all by the year 
2000, was seen as the beginning 
of a new era that would bring 
health within easy reach of all. 


Within a few months of the 
World Health Assembly adopting 
this historic resolution, the 
International Conference on 
Primary Health Care held in 
Alma-Ata in 1978 endorsed the 
resolution and identified primary 
health care as the key approach 
to realize the cherished goal. 
Since then, national, regional 
and global health-for-all (HFA) 
strategies have been formulated, 
plans of action developed and 
implemented, and Member States 
have pursued the goal with 


deepest commitment and 
determination. 
The Regional Health Report 1997 


takes a broad view of the health 
situation in the WHO South-East 
Asia Region over the past 20 
years. It describes in general terms 


the socioeconomic situation, the 
demography, and the status and 
trends in the health situation of 
the people in countries of the 


Region during the years since 
Alma-Ata. 


The report covers significant 
developments, both positive and 
negative, that have taken place 
in the Region since 1977. Ina 
comprehensive review of health 
systems development, the report 
describes the vital processes used 
to strengthen health. Priority 
intervention programmes, the 
control of old, emerging and 
re-emerging diseases as well as 
the importance of health 
promotion and protection are 
covered in detail, as is the double 
burden of communicable and 
noncommunicable diseases that 
the Region must bear. 


The report concludes with a 
detailed look at some of the 
important issues, opportunities 
and challenges facing the Region. 
While underscoring the need to 
forge new partnerships for health, 
it also suggests how best to 
effectively tackle the problems 
and thereby ensure progress 
towards health for all in the 
South-East Asia Region. 


Hailed as the most 
significant landmark 
in the history of 
international 
health development, 
the resolution 
calling for health for all 
by the year 2000 
was seen as the 
beginning of a new era 
that would bring health 
within easy reach 


of all. 


The health of the people the 
world over is determined by many 
factors. These factors largely 
reflect socioeconomic and 
political conditions as well as the 
development level of the 
countries in which they live. As 
these factors alter over a period 
of time, corresponding changes 
are seen in health status. Aging 
and geographical distribution of 
the population, poverty and 
economic progress, literacy, 
the status of health care 
infrastructure and interventions, 
all have a profound bearing on 
people's health. 


At the threshold of the new 
century, the South-East Asia 
Region (SEAR) of the World 
Health Organization (WHO) is 
undergoing rapid transitions in 
practically all sectors. Although 
there is heartening progress in 
some aspects of health care, such 
as polio and guineaworm 
eradication, many challenges 
still remain. These challenges 
are further aggravated by rapid 
population growth and 
urbanization, that are not only 
putting increasing pressure on the 
already overburdened health care 
system, but are also changing 


disease patterns. This indicates 
that though progress has been 
made, much remains to be done. 


Moreover, what remains to be 
done is constantly changing as 
health care demands change due 
to ongoing transitions in the 
Region. An overview of the 
regional health situation puts in 


perspective the accomplishments 


made so far, the challenges ahead 
and the course of future 
directions. 


Double Burden of 
Diseases 


Along with the decline in death 
rates and increase in life 
expectancy, the process of 
epidemiological transition - the 
changing patterns of morbidity 
and mortality in association 
with demographic changes - is 
under way in all countries of 
the Region. Infectious diseases are 
gradually being superseded by 
noncommunicable diseases. 


In many developing countries 
infectious diseases such as 
diarrhoea, acute respiratory 
infections and malaria are the 
leading causes of illness and 


te 


Along with the 
decline in death 
rates and increase 
in life expectancy, | 
the process of 
epidemiological 
transition - the 
changing patterns of 
morbidity and 
mortality in 
association with 
demographic 
changes - is under 
way in all countries 
of the Region. 
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death. The countries of the 
Region in this early stage of 
epidemiological transition are 
Bangladesh, Bhutan, most of the 
states in India, Maldives, 
Myanmar and Nepal. On the 
other hand, infectious diseases 
are gradually being replaced 
by non-infectious diseases in areas 
where demographic transition is 
taking place in tandem with 
development. Noncommuni- 
cable conditions such as 
cardiovascular diseases, cancer, 
diabetes, congenital anomalies, 
endocrine disorders and 
accidents are taking root as the 
leading causes of morbidity and 
mortality. This is the situation 


in DPR Korea, Sri Lanka and 


Thailand, and to some extent in 
Indonesia and parts of India 
which have achieved high levels 
of life expectancy. In addition, 
mental disorders and substance 
abuse are posing additional public 
health concerns. Therefore, the 
Region is now faced with the 
double burden of both com- 
municable and noncommuni- 
cable diseases. 


Population Growth 
and Structure 


The population in the Region 
increased by 69 per cent between 


1970 and 1995, and i #% 


estimated that it will increase by 


an additional 41 per cent 
between 1995 and 2020. 
Although crude birth rates and 
total fertility rates have gradually 
declined, the more dramatic 
declines in crude death rates have 
contributed to rapid population 
growth since the 1970s (Figure 
1). In 1970, the total population 
of the Region was 844 million, 
but by 1995 it had reached 1.4 
billion. The Region now 
accounts for one-fourth of the 
world’s people. By the year 
2020 it is projected that the 
SEAR population will reach 2 
billion. 


Along with the decline in birth 
and death rates, the age structure 


a a 
Figure 1: Trends in population growth in SEAR countries 
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Source: UN, World Population Prospects, The 1994 revision 
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Figure 2: Regional trends in age and sex distribution of the population 


Age groups 
0+ 


‘ Percentage 


Source: UN, The Sex and Age Distribution of the World Populations, The 1994 revision 
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of the population in the Region 
has also changed. With the 
declines in birth rate and 
increases in life expectancy, the 
proportion of the child 
population has declined fairly 
sharply in most countries, while 
the adult and elderly proportions 
have gradually increased. These 
changes have a substantial 
positive impact on_ the 
dependency ratio. In 1970 there 
were approximately 82 dependent 
persons (young and elderly) for 
every 100 persons in the 
economically productive age 
group (15-64 years), by 1995 
there were only 65 dependent 
persons for every 100 persons in 
the economically productive age 
group, and by the year 2020 it is 


expected to decrease to 47 


(Figure 2). 


Increasing Urban 
Pressure 


Industrialization has fueled 
increased migration from rural 
areas to the cities. Moving to 
urban areas, however, does not 
always imply a better standard of 
living for migrants nor a better 
health status. Many large cities 
in the Region are not able to 
provide basic services for their 
residents. This is aggravated by 
the influx of migrants. 


There has been a substantial 
increase in urbanization in all 
countries of the Region. For the 
Region as a whole, less than 19 


per cent of the population lived 
in urban areas in 1970, but by 
1995 this proportion had 
increased to 27 per cent. It is 
expected to reach 43 per cent by 
2020 when there will be 867 
million urban inhabitants in the 
Region. This rapid urbanization 
has already brought with it many 
health problems associated with 
overcrowding, inadequate water 
and sanitation facilities, slums 
and drug abuse among others. 
This adds pressure to the already 
overburdened public health 
services. 


Literacy for Health 


The importance of education, 


especially of women, in 


eee ee 


Figure 3: Trends in female literacy in selected SEAR countries 
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Sources: 1. UNICEF, The State of the World's Children 1991, 1996 
2. UNESCO, World Education Report 1995 
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improving the health of people 
is well known. All countries in 
the Region have devoted more 
attention and resources to 
education. Primary education is 
compulsory in some countries 
such as Sri Lanka and Thailand. 
Countries like India, in addition 
to improving the education 
facilities for children, have also 
embarked on innovative adult 
literacy programmes. 


_Literacy rates in all countries 
of the Region showed a 
commendable rate of increase 
between 1970 and 1995. While 
the disparity between male and 
female literacy rates continues, 
the gap is narrowing in most 
countries. Although countries 
have made efforts to increase 


rates still 


female literacy (Figure 3), the 
remain low in 
Bangladesh, Bhutan, India and 
Nepal. DPR Korea, Maldives, 
Sri Lanka and Thailand have 
achieved high literacy for both 
males and females, while 
Indonesia and Myanmar are not 


far behind. 


Economic Growth 
Impacts Health 


During the past two decades 
SEAR countries have witnessed 
significant changes in their 
political and economic situations 
with a subsequent impact on the 
health status of the people. The 
political trend in the Region is 
towards more democratic forms 


of governance, dismantling of 
rigid central planning and 
controlled economic systems, 
and pursuing economic and 
development policies based on 
free-market approaches. 


Some countries have benefited 
from a period of relative stability 
and sustained economic growth 
during the last two decades 
(Figure 4). Though economic 
growth has a positive impact on 
the health situation, a low 
economic level is not necessarily 
a restricting factor. Even 
countries of the Region with 
low levels of income have 
achieved high levels of human 
development through policy 
actions which emphasize equity, 
efficiency, quality of care, social 


Figure 4: Economic trends in selected SEAR countries 
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Sources: 1. World Bank, World Tables 1995 
2. World Bank, World Development Report 1996 
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development and community 


involvement. 


Striving for Health 
for All 


As the turn of the century fast 
approaches, the goal of health for 
all becomes increasingly 
important. In spite of the many 
hurdles and challenges, countries 
of the Region have made 
considerable progress towards the 
goal. Positive changes have been 
achieved as a result of sustained 
initiatives, signifying that 
genuine commitment and 
corresponding efforts can bring 
the goal of health for all within 


reach. 


In the 20 years since Alma-Ata, 
considerable efforts have been 
made to improve the health 
system infrastructure and to 
develop and strengthen human 
resources for health including 
various categories of volunteer 
health workers in both the public 
and private sectors. Disease 
control programmes were 
implemented against malaria, 
leprosy, tuberculosis, sexually 
transmitted diseases and vaccine- 
preventable diseases among 
others. The morbidity and 
mortality due to these diseases 
have been reduced, and 
important health indicators, such 
as the crude death rate, infant 


mortality rate and under-five 
mortality rate, have declined 
dramatically in all countries of 


the Region. 


Though maternal mortality has 
shown an overall decline during 
the last two decades, it remains 
high in most countries of the 


Infant mortality — a sensitive index 


The infant mortality rate (IMR) is a sensitive indicator of health 
status as well as of overall socioeconomic development in a 
country. Reductions in IMR are reflected in corresponding 
increases in life expectancy. The IMRs in SEAR countries have 
declined from very high levels in 1960, ranging from 85 to 203 
per 1000 live births, to much lower levels in 1994, ranging from 
15 to 91 (Table 1). However, there are still wide variations both | 
between and within countries, illustrating that inequities 
continue to exist. For example, within India IMRs by state range 
from 13 to 110, within Indonesia from 32 to 110, and within 


- Sri Lanka from 4 to 42. 


39.7 


Bangladesh a 151 os 91 elon 


Indonesia 


"Data are from the report of the National Health Survey, 1994, Royal Government of 


Bhutan. 


Source: UNICEF, The State of the World's Children 1996 
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Region. Every year, about 99 per 
cent of the maternal deaths in the 
world occur in developing 
countries. About 40 per cent of 
the global maternal deaths occur 
in the South-East Asia 


Region alone. 


Noteworthy progress can be seen 
in the efforts to control and 
eradicate some diseases. The 
Region has demonstrated a 
dramatic acceleration in polio 
eradication activities, particularly 
with the implementation of 
national immunization days in all 
SEAR countries. Health experts 
are confident that poliomyelitis 
can be eradicated through 
effective universal immunization 
and adequate epidemiological 
surveillance. The total number of 
measles deaths in the Region has 
decreased by 87 per cent and the 


number of reported cases by 67 
per cent. Five countries (Bhutan, 
DPR Korea, Maldives, Sri Lanka 
and Thailand) have achieved the 
target of less than one neonatal 
tetanus case per 1000 live births. 


Achievements in the Region 


° Polio eradication expected by the year 2000 
¢ Leprosy elimination expected by the year 2000 
e Seventy per cent reduction in reported diphtheria and 


whooping cough cases 


¢ Eighty-seven per cent reduction in measles deaths 


per 1000 live births 


by 1998 © 


Despite overall improvements in 
status and 
expectancy, 


socioeconomic 
increased life 
communicable diseases are still 
deep-rooted in the Region. Old 
diseases like cholera and 
tuberculosis still dominate the 
disease pattern, while malaria, 
plague and kala-azar, which were 
on the verge of eradication, have 
re-appeared. Acute respiratory 
infections and diarrhoeal diseases 
continue to be the leading causes 
of morbidity and mortality 
in children under five years 
of age. 


An added cause of concern is the 
appearance of drug-resistant 
strains of tuberculosis, gonococcal 
infections and malaria. New 
diseases such as cholera caused by 
strain O139 and HIV infections 
have appeared. HIV/AIDS is 
assuming epidemic proportions 
and is becoming one of the most 
menacing health problems in 
some SEAR countries. Other 
diseases, which were once of no 


Five countries report less than one neonatal tetanus case 


India anticipates zero incidence of guineaworm disease 


public health concern, are now 
assuming importance because of 
their association with HIV. In 
the light of these trends, WHO 
has formulated a strategy to 
strengthen 
international capacity in the 


national and 


surveillance and control of 
communicable diseases 
representing new, emerging and 
re-emerging public health 


problems. 


With the 


transition, however, cardio- 


epidemiological 


vascular and cerebrovascular 
diseases, cancer and diabetes are 
also emerging as major 
contributors to morbidity and 
mortality in some countries of 
the Region. Mental disorders as 
well as problems related to 
substance abuse are becoming 
serious public health concerns 
in the Region. A public health 
approach is needed for the 
effective control of these 


noncommunicable diseases. 


The past 20 years have witnessed 
considerable developments in 
public health in the Region. 
Major events contributing to this 
development include the historic 


World Health Assembly 
Resolution on health for all 
(HFA) in 1977 and the 
declaration of the Alma-Ata 
Conference in 1978 on primary 
health care (PHC) as the key 
approach to achieve the goal. 
The direction provided at these 
fora along with the ongoing 
support from WHO to Member 
States have been two of the 
catalyzing forces behind the 
significant developments 
outlined in this chapter. 


Facilitating Health 
Development 


All Member States of the Region 
committed themselves to the goal 
of HFA with primary health care 
as the key approach. National 
health policies and strategies for 
HFA were formulated and 
implemented within the context 
of national health and 
socioeconomic development 
plans. District health systems 
were restructured to promote 
equity in access to health care, 


- PROGRESS TOWARDS 
HEALTH FOR ALL 


and health workers were trained 
on new interventions including 
oral rehydration therapy for the 
management of diarrhoeal 
diseases, multidrug therapy in 
leprosy, and immunization of 
children. Various ways to bring 
the community into the 


health 


development have been tried in 


mainstream of 


all countries, based upon their 
own socioeconomic and political 
structures. Vast numbers of 
volunteer health workers have 
been trained and deployed. 


Promoting Primary 


Health Care 


Primary health care is a practical 
approach that evolved over the 
years from experiences gained in 
a number of countries. Being 
much more than a basic health 
services package, it aims at overall 
improvement in an individual's 
quality of life, therefore 
encompassing social and 
economic dimensions. The 
approach is based on the 
principles of equity and social 
justice. Integration, intersectoral 
collaboration and community 
participation are therefore crucial 


for its successful implementation. 


Various ways to bring 
the community into the 
mainstream of health 
development have been 
tried in all countries, 
based upon their own 
socioeconomic and 
political structures. 
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Over the past 20 years, the 
successful development of health 
systems based on primary health 
care can be attributed to the 


following factors: 


© political, social and financial 


commitment, 

e strong management 
capabilities for imple- 
mentation, 


@ well trained and committed 
health personnel, 


e decentralization to the district 
or local level, 


® community involvement in 
local decisions, 


® sustained financing, and 


e widespread deployment of 
affordable and life-saving 
technologies. 


A number of countries have been 
successful in applying the primary 
health care approach. For 
example, in Myanmar a number 
of programmes were introduced 
for voluntary health workers at 
the community level. In 1978 
one community health worker 
and one auxiliary midwife were 
assigned in each village to 
provide general health care and 
maternal and child care 
respectively. This volunteer 
cadre was increased in 1981, with 
the addition of one volunteer 


‘The Sasakawa Health Prize is awarded to in 
health development. 


Scaling heights for health 


The development of model district health services in the Mongar 
district of Bhutan illustrates the importance of community 
involvement and intersectoral action in health development. In 
1986 the Royal Government of Bhutan launched a project in 
Mongar District based on the concept of district health system 
development. The objective of the project was to ensure the 
effective delivery of comprehensive health care to the entire 
population of the district through community involvement and 
intersectoral collaboration. The key partners in this innovative 
project included the Ministry of Social Services and the 
Departments of Health, Education, Agriculture, Animal Husbandry 
and Public Works. : 


Decentralization of authority to the district level was one of the 
keys to the project’s success. Health services were provided by 
Basic Health Units (health centres) with referral support from the 
district hospital. In addition, health care was provided by 100 
farmers who were trained as village health workers and by 200 
women trained in maternal and child health. The programme 
activities covered immunization, maternal and child health, water 
supply and sanitation, diarrhoeal diseases treatment with oral 
rehydration salts and strengthening of the health information 
system. | 


The project was under the leadership and coordination of the 
District Administrator with intersectoral committees established 
at district and block levels. Financing was mainly from the 
government, but some support was provided by WHO for training 
activities. | 


In spite of the numerous difficulties due to the mountainous terrain 
and dispersed population groups, the project was able to achieve its 
objectives in terms of political commitment, community 
participation, intersectoral collaboration and increased health care 
coverage. A decrease in health problems in Mongar testified to 
the project's success. The project was awarded the Sasakawa Health 
Prize’ in 1997 in recognition of its outstanding achievements. 


dividuals, institutions or nongovernmental organizations having accomplished outstanding innovative work in 
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worker for every 10 households 
to look after the general health 
of families. This volunteer health 
worker programme has proven to 
be acceptable to the community 
and serves as a bridge between the 
community and the health 
centre. 


There have also been a number 
of setbacks to primary health care. 
These resulted in part from donor 
agencies supporting only one or 
a few of the elements of primary 
health care, resulting in vertical 
rather than _ integrated 
programmes. This in turn led to 
the weakening of the health 
system infrastructure which was 
later unable to sustain the gains 
of the vertical programmes. 


Some of the centralized, top- 
down schemes for volunteers at 
the community level witnessed 
difficulties due to lack of 
attrition, non- 
and 


incentives, 
sustainability 
teplicability. In many countries, 
weaknesses in the linkages 
between the various levels of 
health care resulted in inadequate 
referral support and weak disease 
surveillance. In addition, large 
sums of money were allocated for 


non- 


curative services, leaving a 
perpetual shortfall in resources for 
preventive, community-based 
programmes. Countries are now 
faced with the challenge of 
reversing these trends. 


Strengthening District 
Health Systems 


The concept of district health 
systems came into being with the 
objective of intensifying primary 
health care within a defined 
geographic, population and 
administrative unit. The district 
health system approach provides 
for the development and 
strengthening of capabilities 
needed for decentralized planning 
and management of programmes. 


The nature and scope of health 
care provided at the district level 
are mostly an outcome of policies 
adopted at the national level. 
However, national strategies 
cannot always address specific 
needs and conditions at the local 
level. Moreover, national action 
plans can only be implemented 
at the grassroot level by using 
locally available infrastructure 
and resources. The district health 
system, therefore, becomes the 
critical point where local needs 
can be taken into account while 
implementing national strategies. 


Experience shows that creative 
management and real community 
involvement can be initiated at 
the district level through 
devolution of functions and 
responsibilities. Decentralized 
planning and management, 
therefore, become essential for 
empowering district health 


systems. Many successful 
examples of health development 
can be seen in districts with 


decentralized management. 


Mobilizing Community 
Participation 


People themselves are the most 
important resource for health. 
Community involvement 
increases human and material 
resources for development at the 
The Alma-Ata 
Conference defined community 
involvement as a_ process 
whereby individuals, families 
and communities assume 


local level. 


responsibility for their own 
health and welfare and develop 
the capacity to contribute to their 
own and their community's 
development. This has been 
learned from 


successfully 
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experiences in various countries. 
The Integrated Family Health 
Package in Indonesia, the 
Integrated Basic Minimum Needs 
programme in Thailand, and the 
Community Health Care 
programme in Myanmar are some 
examples. 


Community action for health 
may involve community 
organizations, individuals and 
interested nongovernmental 
organizations (NGOs) at the 
village level, with participation 
in cash, kind or local wisdom and 
perspectives. The entry point for 
community action for health may 
_be a sector programme such as 
safe motherhood or nutrition, or 
may start from income generating 
schemes leading to health 
activities. The best form of 
participation is seen when people 
themselves take part in planning 
activities for health and take 
responsibility for their 
implementation. 


All SEAR countries consider 
community action for health 
not only a political necessity, 
but also an important and 
effective mechanism for 
planning, implementing and 
evaluating health develop- 
ment programmes. National 
commitment to promote 
decentralization and community 
action for health and 
development, and the political 
commitment to foster local 


partnerships and leadership are 
critical determinants of effective 


community action. 


Enhancing Intersectoral 
Action 


It is clear that health for all can 
neither be achieved nor sustained 
through efforts of the health 
sector alone. While the health 
sector bears the responsibility for 
the provision of quality health 
care, other sectors equally 
influence people’s health, 
through their effects on 
people’s living, working 
and economic conditions, 
environment, cultural beliefs, 
recreation, lifestyles and 


behaviour. 


Within this context, the strategy 
of intersectoral action for health 
(IAH) is being promoted by 
WHO. Intersectoral action 
implies effective coordination of 
the actions undertaken by the 
health and other related sectors 
for the achievement of health 
and development. Operationally, 
IAH entails linking programme 
objectives of related sectors. This 
is made possible by joint planning 
and implementation. 


The concept of intersectoral 
action is indeed a complex one, 
and translating it into reality is 
not an easy task. The prevailing 
concept of health development 


shows “health” to be narrowly 
perceived as the responsibility of 
the health sector alone. 
Operationalizing [AH in this 
context means changing the old 
ways to a new order across all 
development sectors. It would 
thus be unrealistic to expect such 
changes to occur quickly through 
administrative decisions alone. 
Over the years, regional, 
intercountry and country efforts 
have generated a wealth of 
experiences and insights on 
intersectoral action for health, a 
foundation on which further 
efforts can be built. 


In most countries various 
intersectoral mechanisms have 
been established to strengthen 
and support health development 
efforts, such as intersectoral 
committees, working groups and 
technical advisory committees. 
In some instances, intersectoral 


action for health has been 
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Posyandu - An integrated family health package 


The Integrated Family Health Package was initiated in Indonesia in 1984 with the objective of 
providing health services to women and children by establishing integrated service posts in villages. 
The service post was called Posyandu and initially covered maternal and child health, family planning, 
nutrition, immunization and diarrhoeal disease control. 


The programme was established as a result of cooperative efforts between the Ministry of Health, the 
Family Planning Coordinating Board and the Family Welfare Movement (PKK), a women's 
organization. The PKK exists in all villages in Indonesia as an integral part of an intersectoral 
committee dealing with overall socioeconomic development. 


The Posyandu serves as a community post for monthly activities in the village. The location may be 
in a community hall or in the home of a PKK member. The activities include weighing children 
under five years of age and monitoring their growth, supplemental feeding of malnourished children, 
family planning services, antenatal care and advice to pregnant women, immunization, oral rehydration 
for management of diarrhoea, treatment of common illnesses and health education. All children 
under five and their mothers are invited to attend the Posyandu, which is manned by members of 
the PKK, traditional birth attendants and one staff member from the nearest health centre or subcentre 
(usually a midwife). The training of PKK members is provided by the health centre staff who also 
provide referral services as needed. 


Funding for the Posyandu is from the PKK, the Village Resilience Committee and voluntary 
contributions. Assistance has also been provided by the Ministry of Health, Family Planning 
Coordinating Board, WHO, UNICEF, USAID, the World Bank and international NGOs. 


The Posyandu was started in three provinces and found to be very well accepted by the community. 
Because of its success, the programme was expanded to cover all provinces in the country. Although 
starting with only one Posyandu in each village, the programme has now expanded to approximately 
300,000 Posyandus covering 65,000 villages throughout the country. 


The Posyandu has proven its effectiveness in reducing health problems in the targeted programme 
areas, and in 1988 was awarded the Sasakawa Health Prize. This programme serves as a successful 
model of community participation and intersectoral collaboration, where the community, women's 
organizations, NGOs and other sectors have worked together to improve the health status of the 


people. 


realized by integrating health 
services with other programmes 
addressing rural development, 
basic minimum needs, family 


planning or education, as seen in 
Bangladesh, India and Thailand. 
Such initiatives have illustrated 
the benefits of placing health 


at par with other essential 
development needs and 
coordinating action among 
related sectors. 
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Streamlining Managerial 
Processes 


In all countries of the South-East 
Asia Region, based on national 
policies and HFA strategies, 
planning and management 
activities have taken place at 
central, regional and district 
levels. Sound managerial 
processes for health development 
have been given priority 
attention, with plans for health 
development being drawn up 
with the participation of other 
related sectors. 


In some countries, detailed yearly 
plans showing time-bound 


activities at the district level have 
been developed. Health sector 
reviews and country resource 
utilization reviews have been 
carried out together with WHO 
and other international agencies 
in support of health planning 
Joint programme 
individual 
programmes, such as the 
Expanded Programme on 
Immunization, have been 
conducted with participation 
from other sectors and major 


processes. 
reviews for 


donors. 


Planning departments and 
management information units 
have been set up in the ministries 


Strength in numbers 


Intersectoral action for health is being realized in selected atolls 
(districts) in Maldives through the use of the atoll team problem 
solving (ATPS) approach. The first ATPS exercise started in 
October 1993 using an intersectoral approach. Team members from 
the atolls included atoll administration staff, teachers, health workers, 
members of women’s organizations, community leaders and persons 
from other development sectors. The process was directed at solving 


the important problems of high maternal mortality and closely spaced 
pregnancies. 


During the exercise, problems were analyzed using available data, 
action plans were developed to solve the problems without additional 
resources, and the planned activities were carried out. The teams 
evaluated the results after 15 months and found that the activities 
had been effective in reducing the targeted health problems. They 
also found an increased level of knowledge about health issues within 
the community, especially among women. The success of the first 


otic has led to the application of this methodology in other 
atolls. 


of health. Health management 
information systems have been 
strengthened through training of 
manpower and establishment of 
electronic data processing 
facilities. During recent years, 
office automation, local area 
networking, electronic mail and 
internet access have become 
functional in a number of SEAR 
countries, linking with the 
information systems of UN 
agencies such as WHO and 
UNESCO. 


The importance of health 
information systems has long 
been realized, but the process 
of information system 
development is still slow in a 
number of countries. The 
advent of information 
superhighways and rapid 
advances in telecom- 
munication and telemedicine 
offer a vast potential for 
countries of the South-East 


Asia Region. 


There 


decentralization 


is a trend towards 
in health 
management with delegation 
of responsibility and authority 
from the centre to regions and 
districts in most SEAR countries. 
This decentralization process 
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enhances the planning and 
management capabilities at the 
local level, which is required to 
support community programmes. 


Strengthening 
Resource Capacities 


Realizing the importance of 
health in overall development, 
countries of the Region are 
according priority to the 
development of their health care 
systems. Current resource 
constraints in most of the 
countries, however, preclude 
them from developing health care 
for the people up to the desired 
levels. Nevertheless, countries 
have undertaken strenuous efforts 
to strengthen their resource 


Capacities. 


Developing Human 
Resources for Health 


Since up to 70 per cent of health 
budgets go to personnel costs, it 
is now recognized that even 
minor improvements in policies 
and plans for human resources 
for health (HRH) could effect 
significant fiscal and technical 
advantages. Within this context, 
more and more countries now 
include an economic dimension 
in the formulation of HRH 
policies and plans. HRH 
planning is being highlighted 
within the context of health 


planning in all SEAR countries. 
Implications of the expanding 
private sector in health are being 
critically examined, particularly 
in relation to the equity, quality 
and economic dimensions. 
However, in some countries, 
health policy making and 
planning are still not based on 
economic and social realities and 
are not directed to achieving a 
cost-effective mix of health 
personnel. 


Member States in the South-East 
Asia Region have 
considerable progress in the 


made 


development of their human 
The 
absolute and relative numbers of 


of health 


personnel have improved. The 


resources for health. 
most categories 


capacities of education and 
training institutions have been 
strengthened. In addition, most 
countries are examining their 
HRH policies and formulating 
appropriate HRH plans, and 
many effective health personnel 
managerial processes are being 


established. 


While serious attention is being 
paid to remedy many types of 
imbalances in human resources 
for health, numerical imbalances 
still exist in most countries. This 
is especially true in relation to 
nurses, midwives and many of the 
categories of allied health 
workers. The HRH master plans 


being developed by countries are 
attempting to redress some of 
these imbalances. 


National coordination 


mechanisms have been 
developed to introduce or 
continue various educational 
reforms for different categories of 
health personnel, with increased 
relevance and quality assurance 
as the main considerations. Some 
of the highlights include the 
introduction of theme-based 
learning, the strengthening of 
community-based learning, and 
the introduction of new curricula 


in a number of medical schools. 


The reorientation of medical 
education to serve community 
needs has progressed satisfactorily. 
However, the partnerships and 
linkages among medical schools, 
the health care system, and the 
professions are. still 
sufficiently well established to 
maintain a constant dialogue and 


not 


to ensure the continued relevance 
of educational programmes. 


There is now increasing regional 
cooperation in developing 
human resources for health. For 
example, Bhutan is being 
supported by neighbouring 
countries to train undergraduate 
and graduate doctors while India 
and Thailand continue to be the 
prime HRH 


development in the Region. 


locations for 


PROGRESS TOWARDS HEALTH FOR ALL 


ee ee 


Myanmar and Sri Lanka are also 
now training medical and nursing 
personnel from Bhutan, Maldives 


and Nepal. 


In nursing and midwifery, major 
achievements over the past 
several years have been apparent 
in the expansion, reorientation 
and strengthening of educational 
programmes at basic, post-basic 
and graduate levels in response to 
changing health needs and 
service requirements. However, 
comparable improvements have 
not come about in service 
delivery, where the main 
challenge is the provision of a 
basic minimum standard of care 
by personnel who are accountable 
for their work. The focus of 
attention is therefore shifting to 
nursing/midwifery practice and 
the promotion of optimal 
utilization of nursing/midwifery 
personnel in bringing about 
improvement in people's 
health and quality of life. Other 
basic requirements include 
developing managerial 
and leadership capabilities, 
establishing or strengthen- 
ing regulatory mechanisms, 
expanding research in nursing/ 
midwifery, building strategic 
alliances with key individuals, 
and fostering collaborative 
linkages between education and 
services as well as between 
the government 

nongovernmental sectors. 


and 


ee 
Major issues in nursing/ 


midwifery include the 
continuing shortage of 
personnel, inadequate 


attention to the quality of 
care, insufficient resources in 
educational programmes 
(particularly qualified 
teachers), weakening of 
nursing involvement at policy 
levels, and constraints in 
financial resources for 
bringing about the needed 
improvements. 


All SEAR countries now have 
pre-service programmes for 
preparing nursing/midwifery 
personnel. In particular, countries 
have undertaken activities to 
revise reorient their 
programmes towards community 
and primary health 


and 


care 
approaches and to evaluate the 
competencies and work 
performance of the graduates in 
relation to their job requirements. 


Activities to strengthen nursing/ 
midwifery services have included 
development and_ imple- 
mentation of nursing and 
midwifery care standards and 
managerial training for staff in 
Supervisory positions. These 
efforts have been primarily 
focused on nursing services in 
hospitals where the majority of 
the nursing personnel in SEAR 
countries work. Another 


initiative is to strengthen the 
training and utilization of health 
personnel with midwifery skills in 
order to imiprove midwifery 
services. While midwifery 
personnel are increasingly being 
recognized as the cornerstone of 
national safe motherhood 
programmes, they are not yet 
being utilized effectively to 
provide essential obstetric care in 
life-threatening situations when 
not 


medical assistance is 


available. 


Reviewing Health Care 
Financing 


Financing health services presents 
a number of areas of concern for 
countries of the Region. These 
include alternative sources of 
financing, especially factors 
influencing privatization of 
health care financing; resource 
allocation in the public sector in 


the light of 


restructuring; and strengthening 


economic 


financial resource management? 
especially for cost-efficient and 
cost-effective management. How 
public subsidies can and should 
be allocated, appropriate levels of 
public and private expenditures, 
and how private resources can be 
mobilized for public expenditures 
are some of the issues that need 
to be addressed. An appropriate 
mix of public and _ private 
financing mechanisms should be 
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established, keeping the two 
sectors complementary to each 
other to yield the best results. 


When analyzing investments in 
the health sector for selected 
SEAR countries (Table 2 and 
Figure 5), it is seen that the total 
health expenditure ranges from 2 
to 6 per cent of the gross domestic 
product (GDP). Most of these 
expenditures come from private, 
out-of-pocket payments. Only in 
Bhutan and Sri Lanka does 
government expenditure exceed 
40 per cent, while private 
expenditure ranges from 50 to 80 
per cent. Recognition of the 
limitations of governments to 
finance health care was one of the 
major lessons of the 1980s and 


1990s. In addition, of the total 
government health expenditure, 
less than 60 per cent is spent on 
local health care in many 
countries. 


Even with the limited financial 
resources for health, little interest 
has been shown in developing 
appropriate low cost, high volume 
products. Such technology could 


Table 2: Total health expenditure in selected 
SEAR countries, 1990 


Organization, 1994, 72 (4): 623-637 


As % of GDP 


TS eS 


Source: C.J.L. Murray et al, National Health Expenditure: a global analysis, Bulletin of World Health 


Figure 5: Health expenditure as a precentage of gross domestic product, 1990 


™ Public sector 


Percentage of GDP 


Source: World Bank, World Development Report 1993 


Private sector 
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positively impact the provision of 
health care to people in 
developing countries. New high 
cost, low volume technologies, 
on the other hand, are being 
developed and are available and 
accessible to only a few. The free 
market system and privatization 
will accelerate this tendency and 
inevitably put strong pressures 
on the public sector to provide 
similar services. Disparities are 
expected to widen in the use of 
such technologies - among 
among 


countries and 


communities within countries. 


All countries of the Region are 
seriously concerned about the 
resource constraints which 
adversely affect their health 
programmes. Since many of the 
least-developed countries rely 
heavily on external financing for 
their social sectors, the role of aid 
negotiation, management and 
coordination is becoming more 
prominent than ever before. 


Health care financing reforms 
have to be initiated in order to 
ensure equitable access to 
efficient and effective health 
care. However, the attention 
given to financing health care 
must go beyond the search for 
additional funds. In response, 
countries are continuing to 
maintain and even increase 


*A WHO collaborating centre is a national institution whi 


financial resources for health in 
many innovative ways. ‘Trust 
funds for health, cost-sharing, 
user charges, health insurance 
schemes, and community 
financing and participation are 


just a few examples. 


Promoting Research and 
Development 


Supporting health research in the 
Region has been an important 
mandate of WHO for many years. 
In its early years, the research 
programme focused mainly on 
with 
research 


biomedical research 
strengthening of 
institutions and training of 
research staff as its main 
activities. However, during the 
past 20 years, the programme has 
been expanded to cover a wider 
range of topics including applied 
field research, health systems 
research, health behavioural 
research, health economics 
research, health policy research, 
as well as research on health 
sector Research 
are now set in 
accordance with the needs and 


levels 


reforms. 
priorities 


of development in 
individual countries. 


Developing local capacity 


The idea of designating national 


WHO 


institutions as 


health programmes which are agreed upon between WHO and Member States. 


collaborating centres’ was 
formulated during the Second 
World Health Assembly in 1949, 
when it was recommended that 
“research in the field of health 
is best advanced by assisting, 
coordinating and making use of 
the activities of existing 
institutions”. From 1971, when 
the first WHO collaborating 
centre was designated in the 
South-East Asia Region, the 
number of centres has steadily 
increased to its present level of 


about 80. 


There has been 
appreciation of the role of 
collaborating centres in working 
together with ministries of 


health and WHO in the 


implementation of technical 


greater 


cooperation programmes in the 
countries. The WHO Executive 
Board is also advocating stronger 
linkages between WHO and 
collaborating centres on the basis 
of partnership. In this context, 
there is a need to strengthen 
communication mechanisms 


between WHO and the 


collaborating centres. 


Research in human reproduction 


The Special Programme of 
Research, Development and 
Research Training in Human 


Reproduction is a_ global 


ch has the resources, expertise and mandate to collaborate with WHO in the implementation of 
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partnership in the United 
Nations system. This programme 
brings together administrators, 
policy makers, scientists, 
clinicians and the community to 
address research priorities for 
improving reproductive health. 
Established in 1972 by the World 
Health Organization, the 
programme is cosponsored by 
WHO, the United Nations 
Development Programme 
(UNDP), the United Nations 
Population Fund and the World 
Bank, with WHO as the 


executing agency. 


A review of the programme's 
mandate was initiated in 1993 
within the context of WHO's 
overall role in reproductive 


health. then the 


programme has redefined its 


Since 


strategic focus, taking into 
account its comparative strengths 
and those of other organizations 
and agencies working in the field. 
New principles, concepts and 
strategies were endorsed in 1995 
that included the promotion of 
interdisciplinary research on 
reproductive health and the 
utilization of research results in 
policy making. 


Its broad mandate places the 
programme's activities within the 
overall concept of reproductive 
health. In the absence of a 
substantial increase in funding, 
however, the programme will 


have to continue focusing its 
activities in the area where it has 
strong comparative advantages, 
namely fertility regulation. 
Access at the primary health care 
level to safe, acceptable, effective 
and appropriate methods of 
regulating fertility is central to 
many other aspects. of 
reproductive health and 
contributes significantly to 
improving the health of both 
women and men. 


Research in tropical diseases 


The Special Programme for 
Research and Training in 
Tropical Diseases (TDR), 
cosponsored by WHO, UNDP 
and the World Bank with WHO 
as the executing agency, was 
established in 1975 with two 
objectives: to develop new 
methods of 
diagnosing and treating selected 
tropical diseases and _ to 
strengthen institutions, through 
training in biomedical and social 
sciences and through support to 
undertake the research required 
to develop new disease control 


preventing, 


technologies. 


In order to comprehensively 
address the problems presented by 
tropical diseases, there has been 
a shift in the programme's focus 
from a disease-specific to an 
across-disease approach. An 
integrated strategy has been 
adopted to conduct research on 


parasites and vectors and develop 
drugs and other products for 
disease prevention and control. 
This integrated approach reflects 
the reality of field settings where 
several diseases are found together 
and where common solutions 
may be possible. 


TDR has over time become more 
selective in the problems it 
addresses, focusing on areas where 
results can be expected in a 
relatively short period of time, 
and where its potential impact on 
disease control will be greatest. 
Under its new structure, the 
programme's research and 
development activities include 
strategic research, product 
research and development, and 
field 


Strategic research focuses 


applied research. 
on new advances in the 
genetics and biochemistry of 
parasites and vectors involved in 
the transmission of tropical 
diseases, and their application to 
the development of new tools 
for disease control. Closely 
linked to this, the product 
research and development 
component explores promising 
new leads and _= scientific 
advances to develop new drugs, 
vaccines and other products for 
the control of tropical diseases. 
In turn, the applied field 
research component identifies 
field and product 
opportunities. 


needs 
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Developing Essential 
Drugs and Vaccines 


Drugs and vaccines are of crucial 
importance in the diagnosis, cure, 
_relief and prevention of disease. 
Between 1978 and 1986 WHO 
collaborated with countries to 
formulate drug policies 
and improve pharmaceutical 
management. In 1977 WHO 
published its first model list of 
essential drugs as a guideline for 
formulating national essential 
drugs lists. The WHO Regional 
Office for South-East Asia 
(SEARO) actively promoted the 
concept of essential drugs 
between 1980 and 1988 and 
essential drug lists for each level 
of health facility were developed. 


Quality assurance, however, is 
which 


strengthening in 


one area requires 
several 
countries. Three countries-India, 
Indonesia and Thailand-have 
well-developed quality control 
laboratories. Other countries 
have been constrained by lack of 
trained human_resources, 
inadequate equipment and 
facilities for drug analysis, and 
under-utilization of existing 
facilities. WHO has supported all 
countries of the Region in 
enhancing quality assurance by 
conducting drug analyses, 
strengthening management of 
quality control laboratories, and 


promoting good manufacturing 


and laboratory practices. 


A WHO Certification Scheme 
was developed to ensure the 
quality of pharmaceutical 
products moving in international 
commerce. For example, India 
is a major exporter of 
pharmaceuticals to neighbouring 
countries who, in turn, rely on 
the scheme to ensure the quality 
of the drugs received. In addition, 
WHO has established a network 
of collaborating centres 
for quality control of 


pharmaceuticals and biologicals. 


Essential drugs are those 
which are of utmost 
importance, and are basic, 
indispensable and necessary 
for the health needs of the 
population. They should be 
of good quality, available at all 
times in sufficient quantities, 
in the proper dosage forms, 
and at the lowest feasible cost. 


One of the weakest links in 
pharmaceutical management in 
all developing countries is the 
supply system. An effective drug 
supply system can ensure 
availability of essential drugs at 
all times in health facilities, 
particularly at the primary health 
care level. In order to facilitate 
accessibility and availability, 
WHO/SEARO has promoted 
and supported the concept of 
rural drug cooperatives in Nepal 


and Thailand. The Posyandu in 
Indonesia is also involved in the 
supply of a few essential drugs to 
patients in rural areas. 


Drugs are sometimes prescribed 
irrationally in countries of the 
Region. Hence, there has been a 
strong emphasis on the rational 
use of drugs through improved 
knowledge and _ flow. of 
information, codes of marketing, 
and use of generic names instead 
of trade names in prescribing and 
marketing. WHO also promotes 
rational prescribing in the private 
sector since it plays an important 
role in delivering health care, 
particularly in urban and peri- 
Appropriate 
information on drugs is provided 


urban areas. 


to regulatory agencies, clinicians, 
health workers, 
and 


patients, 
communities other 


concerned groups. 


An important strategy of the 
essential drugs programme is the 
promotion of — technical 
cooperation among developing 
countries as well as between 
developed and developing 
countries. WHO promotes 
technical cooperation for 
essential drugs among countries 
of the South-East Asia and the 
Western Pacific Regions. The 
ASEAN technical cooperation 
in pharmaceuticals is one 
successful example of such 
cooperation. 
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Enhancing Emergency 
Preparedness 


Emergencies can be caused by 
epidemics, natural events, 
technological hazards, civil strife, 
or other man-made causes which 
demand immediate measures 
to minimize their adverse 
consequences. Emergencies 
disasters when 
their human, material and 
environmental impact on the 
affected population exceeds the 


local response capacity and 


become 


requires external assistance. 


Between 1965 and 1992, 
according to the International 
Federation of Red Cross and Red 
Crescent Societies, 72 per cent of 
the global emergencies/disasters 
were due to natural phenomena 
and 28 per cent due to man-made 
causes, including civil strife and 
war. It has been observed that 
the frequency as well as the 
intensity of emergencies and 
disasters are increasing, with a 
five-fold increase in the frequency 
of disasters between 1960 and 
1989. 


Many of the great natural disasters 
in history have occurred in the 
South-East Asia Region, 
particularly in Bangladesh, India 
and Indonesia. Although the 
major hazards are floods, drought, 
cyclones and earthquakes, the 
overall picture in the Region 


varies. Each year 8.7 per cent of 
the population of Bangladesh and 
16.9 per cent of the population of 
India are affected by some form 
of disaster. In Thailand the 
annual risk to people from natural 
disasters is falling, but the risk 
from man-made hazards is rising 
sharply as development 
accelerates, particularly in mass 
transport accidents, structural 
failures and major industrial 
accidents. 


The public health consequences 
of emergencies and disasters arise 
from direct trauma leading to 
deaths, injuries and disabilities. 
Within the first three weeks of 
the 1991 cyclone in Bangladesh, 
approximately 139,000 cases of 
injury were reported at different 
first-aid posts, clinics and 
hospitals, with almost an equal 
number of deaths. Similarly, 
during an earthquake in a village 
in India in 1993, 11.9 per cent of 
a population of approximately 
165,000 were reported dead, and 


4.8 per cent injured. 


Disasters disrupt services essential 
for human survival - shelter, water 
and food supplies, distribution 
systems and sanitation. During 
the 1991 cyclone in Bangladesh, 
diarrhoeal disease cases in the 
area increased to almost 200 times 
the normal number. In some 
places, nutritional deficiency 


diseases in the child population 


rose from 15 to 32 per cent within 
a few months of the cyclone. 


Strategies adopted over the 
last three decades clearly 
demonstrate the changing global ‘ 
emergency/disaster management 


policy. During the 1970s 
disaster management was 
confined to providing 


humanitarian assistance. During 
the 1980s 
policy shifted to emergency 


the management 


preparedness in order to organize 
timely, appropriate and adequate 
affected 
populations. Emphasis in the 


1990s" is 


reduce the 


assistance for 


being given to 
potential for 
vulnerability to disasters by 
building 
engineering measures, together 


up social and 
with emergency preparedness 
and relief activities. 


last 


Over the 


significant activities have taken 


few years, 


place within the Region in the 
area of emergency preparedness in 
the health sector, and most 
SEAR countries have developed 
Emergency and Humanitarian 
Action programmes. One of the 
notable features in the Region 
over the last 25 years is the 
declining trend in the number of 
people killed per event in relation 
to the increasing numbers 
affected. This reflects the 
growing that 
countries are placing on disaster 


importance 
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prevention and emergency 
preparedness as a part of essential 


services. 


Promoting and 
Protecting Health 


Increased emphasis is being 
placed on health promotion and 
protection in the Region. These 
are assuming added significance 
in view of the growing trend of 
lifestyle-related diseases and the 
need to create public awareness 
about _—the individual's 
responsibility in maintaining 


good health. 


Health education services have 
become an integral part of health 
programming in all Member 
States. Activities take place in 
settings such as hospitals, schools 
and worksites. Health education 
has played a critical role in 
community mobilization in 
support of priority health 
programmes. Health literacy in 
the Region has considerably 
improved during the past 20 
years. 


Health education infrastructure 
at community level has provided 
a context for intersectoral 
collaboration and effective 
health information 
dissemination. Further, human 
resource development for health 
promotion has been strengthened 
in all countries, resulting in 


improved national capacity for 
quality health education services. 


° 1 
Promoting Women's 


Health 


Global, regional and country 
developments in promoting 
women's health can be traced 
back to the UN Decade of 
Women (1976-1985) which 
marked the launching of the 
initiative on women's health 
and development in WHO. 
Some of the positive outcomes 
have been the promotion of 
women's perspectives in WHO 


Various global and regional 
conferences have raised the 
issues of women’s health 
and development. Sustained 
efforts are now required to 
translate these words into 
action. 


programmes, the establishment 
of special initiatives such as those 


for Safe Motherhood and 


Women and AIDS, and the | 


inclusion of indicators on 
maternal mortality and family 
planning in the global HFA 
indicators. 


The Nairobi Safe Motherhood 
Conference in 1987 called for 
more attention to the 
“maternal” in maternal and 
child health programmes. The 


Safe Motherhood Initiative led 


to many follow-up activities, 
including the creation of national 
safe motherhood targets and 
programmes, and recognition of 
the important role of midwives in 
safe motherhood. 


In 1992 the technical discussions 
at the Forty-fifth World Health 
Assembly on women, health and 
development stressed women's 
health across the life span and in 
every aspect of their lives as a 
basic human right. The 
discussion highlighted the need 
for more information and 
research on women's health as 
well as for health care strategies 
designed with women's 
participation and covering a 
broad spectrum of women's 
health problems. 


The WHO Director-General 
established the Global 
Commission on Women's 
Health. The mandate of this high 
level advocacy and advisory body 
is to produce an agenda for action 
on women's health, generate 
awareness among policy makers 
and advocate for women's health 
issues in development plans. It 
also aims to provide a forum for 


dialogue with women's 
organizations and _ health 
advocacy groups. The 
Commission has been 


instrumental in focusing more 
attention on women's health 
issues. It played a major role in 
advocating for women's health 
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across the life cycle at the UN 
Fourth World Conference on 
Women in Beijing in 1995 at 
which it put forth the concept of 
women's health security. The 
Commission is now focusing on 
three priority areas: education for 
the health of girls and women, 
violence against women and 
maternal mortality and 
morbidity. 


Women's health security 
includes freedom of choice, 
personal and 
reproductive and sexual 
health; the right to food in 
sufficient quantity and of good 
quality; access to education 
and information; access to 


security 


decent housing; the right to 
live and work in peaceful 
environments where known 
health risks are controlled; 
access to health services 
throughout the life cycle; and 
access to appropriate techno- 
logy to assist women in 


carrying out their multiple roles. 


A number of international 
conferences as well as regional 
meetings have continued to 
emphasize women's essential role 
contribution to 

development, 


in and 

sustainable 
women's empowerment, and 
women's health in its broadest 
sense. Following the 1992 
technical discussions at the 


World Health Assembly, 


activities intensified in the WHO 
Regional Office for South-East 
Asia. The terms of reference of 
the Women's Health and 
Development (WHD) Core 
Group were expanded and 
national focal points for WHD 
were designated in ministries of 
health in order to ensure effective 
mechanisms for 
cooperation. Countries are 
undertaking the preparation of 
WHD country profiles in 
collaboration with WHO in an 
effort to ensure the availability of 
reliable and up-to-date 
information about prevailing and 
emerging WHD issues for use in 
advocacy, policy and programme 


technical 


development and research. 


At country level there have 
been many success stories 
which have demonstrated the 
positive outcomes of women's 
empowerment, largely through 
the work of women's 
organizations and NGOs, 
including the Family Welfare 
Movement in Indonesia, the 
Self-Employed Women's 
Association in India, and the 
Grameen Bank in Bangladesh. 


Maternal and Child Health 
and Family Planning 


Both the Alma-Ata declaration 
and HFA strategy have endorsed 
maternal and child health and 
family planning as essential 
elements of primary health care. 


While family planning and child 
health programmes have received 
attention over the last 20 years, 
serious gaps remain in the 
provision of maternal health 
services. 


Maternal and child health 


Progress in reducing maternal 
mortality in the Region has been 
slow. Too many women still die 
needlessly due to complications 
during pregnancy and childbirth 
and too little attention is given 
to other aspects of women's 
health. Data clearly show the 
link between low maternal 
mortality and a high proportion 
of deliveries by trained personnel, 
well established primary health 
care infrastructure and good 
referral systems. 


Findings from research in the 
early 1980s and the International 
Safe Motherhood Conference in 
1987 drew the attention of the 
world community to maternal 
mortality. During this decade 
countries adopted various tools 
for safe motherhood, including 
the district team problem solving 
approach, the partograph, safe 
delivery kits, and the Mother- 
Baby Package - a strategic tool for 
planning safe motherhood 
programmes. 


Yet many problems remain. Most 
are due to socioeconomic and 
cultural factors, and the failure of 
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the health system to provide good 
quality services. The training and 
deployment of large numbers of 
auxiliary health workers and 
volunteers in the community 
contributed to significant 
reductions in infant mortality but 
did not substantially reduce 
maternal deaths. During the past 
decade, midwives who were 
trained to provide care to 
pregnant women and to assist in 
deliveries were used as multi- 
purpose health workers in some 
countries. The focus on their 
midwifery role was thus diluted, 
and maternity care was neglected. 
Efforts should be made to ensure 
that all deliveries are attended by 
midwifery trained personnel so 
that high rates of maternal 
mortality can be reduced. 


It is estimated that 15 per cent of 
pregnant women suffer from 
obstetric complications and 
5 percent of these require 
surgical intervention. These 
women who require surgery will 
die if they do not get treated at 
least in a district hospital or first 
referral level setting. Major 
factors that contribute to the 
high maternal mortality existing 
in many countries of the Region 
are the lack of facilities for 
providing emergency obstetric 
care (cesarean section, blood 
transfusion and treatment of 
other complications) and delays 
in reaching these facilities where 
they 


exist. In addition, 


malnutrition and anaemia are 
widely prevalent in pregnant 
women and further contribute to 
high maternal mortality. Other 
conditions which have not been 
accorded priority are reproductive 
tract infections and sexually 
transmitted diseases, along with 
their sequelae of pelvic 
inflammatory diseases, ectopic 
pregnancies and infertility, some 
of which can lead to maternal 


death and disability. 


Programmes for child health in 
South-East Asia have shown 
noteworthy progress. Activities 
were intensified in the 1980s and 
universal access to immunization 
and widespread availability of oral 
rehydration salts were 
instrumental in reducing infant 
mortality. In the 1990s, 
programmes for the control of 
acute respiratory infections 
further contributed to reducing 
the number of infant deaths. 


The burden of maternal mortality 


High maternal mortality is one of the greatest public health problems 
in the South-East Asia Region. It is estimated that 585, 000 maternal 
deaths occur in the world every year, and all but 6000 are in the | 
developing world. South-East Asia alone contributes 40 per cent 
of the world total. Women die from haemorrhage, infection, high 
blood pressure, obstructed labour, unsafe abortion and a range of 
diseases that are aggravated by pregnancy, such as ‘malaria, hepatitis 
and rheumatic heart disease. Many of these deaths can be prevented, 
since the life-threatening conditions do not require expensive 
technologies and can be treated cost-effectively at district hospitals. 


# 


The women who suffer and die are mostly those who are neglected 
as children, married as adolescents, poor and illiterate, underfed 
and overworked, and subjected to harmful traditional practices. 
Their worth is very often defined by how soon and how many sons 
they bear. 


Maternal mortality is therefore now recognized as a symptom of 
neglect and failure - the society's neglect of women's and girls' health, 
and failure of the health care system to meet their health needs. 
This situation has to change. A high level of political commitment, 
strengthening of the health infrastructure, and generation of societal, 


community and family support to pregnant women will improve 
the situation. 
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These programmes for reducing 
mortality in young children are 
now consolidated into the 
Integrated Management of 
Childhood Illness approach 
which also includes control 
of undernutrition through 
education and growth monitoring. 


Family planning 


Research and technology have 
made available a wide range of 
family planning methods to 
couples in the Region. These 
include low-dose oestrogen pills, 
the new oestrogen only pill, 
copper-releasing intrauterine 
devices, monthly and three- 
monthly injectables, and long 
acting hormonal implants. 
Surgical methods have also been 
refined over time for safe 
sterilization. Techniques such as 
laparoscopic tubectomy and non- 
scalpel vasectomy are now readily 
available for couples desiring 
permanent family planning. 


Although knowledge about 
family planning is widespread, it 
has not necessarily led to the 
adoption of family planning 
methods. Thus, progress in the 
use of contraceptives has not been 
satisfactory, and 60 per cent of 
women or more are currently 
practicing family planning in only 


a few countries, such as 
Indonesia, Sri Lanka and 
Thailand. Various factors 


contribute to the low 


contraceptive prevalence in 
most countries, including 
shortcomings in family planning 
programmes, lack of choices in 
male methods, cultural barriers 


and limited access to services. 
Improving Nutrition 


About 80 per cent of the world's 
malnourished children live in the 
Region, with protein-energy 
malnutrition and micronutrient 
deficiencies constituting the 
major forms of nutritional 
disorders. In 1995 
estimated that globally more than 
200 million children under five 


it was 


years of age, or more than 30 per 
cent of the world's children, were 
malnourished. Malnutrition is 
associated with about 50 per cent 
of the deaths in children under 
five in developing countries. 


Iodine deficiency disorders are 
the leading cause of preventable 


brain damage in foetusus and 
infants as well as of retarded 
psychomotor development in 
young children. WHO estimates 
that these disorders are currently 
a significant public health 
problem in 118 countries. 
Approximately 1.6 billion people 
live in iodine-deficient 
environments and are therefore 
at risk. Over 650 million people 
suffer from goitre, and almost half 
of the global goitre problem is 
found in Asia. 


Vitamin A deficiency still causes 
blindness 
thousands of children every year. 


WHO estimated that in 1995 


approximately 2.8 million 


in hundreds of 


children under five years of age 
exhibited signs of clinical 
xerophthalmia. Another 251 
million children were deficient in 
vitamin A and thus at increased 
risk of death from 
infections. 


severe 


WHO promotes a holistic concept of health, including reproductive 
health. The regional reproductive health strategy defines an 
essential package of health services for adaptation by Member 
States. The package consists of safe motherhood and newborn care, 
family planning, prevention and management of complications of 
abortion, reproductive tract infections, infertility and adolescent 
health. The regional strategy also focuses on the development of 
strategies for advocacy, training, information, education and 
communication, as well as on the operational research needed to 
plan and carry out activities. It calls for strengthening the linkages 
among various programmes in the health and other sectors, as 
well as partnerships with the family, community, NGOs and the 


private sector. 
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Iron deficiency is the most 
common nutritional cause of 
anaemia, a serious public health 
problem. Young children, 
pregnant women and women of 
reproductive age are the most 
vulnerable groups. An estimated 
58 per cent of pregnant women 
in developing countries are 
anaemic, with the result that 
infants are more likely to be born 
with low birth weight and 
depleted iron reserves. Iron 
deficiency anaemia is a major 
contributing factor to maternal 
mortality. 


Positive strides 


Since its inception, WHO has 
attached great importance to the 
reduction, control and sustainable 
elimination of various forms of 
malnutrition, and significant 


efforts have been made in the 
South-East Asia Region. WHO 
continues to support capacity 
building in the form of technical 
and financial assistance to 
countries for sustainable 
programme implementation. 
This has led to measurable 
changes at the country level over 


the past two decades. 


The estimated prevalence of 
underweight children shows a 
progressive downward trend in 
developing countries worldwide, 
from 42.6 per cent in 1975 to 34.6 
per cent in 1995. However, 
the rate of reduction of 
protein-energy malnutrition 
worldwide falls far short of 
desired levels. 


Advocacy for universal salt 
iodination in almost all countries 
of the Region has contributed to 
the successful reduction in the 
prevalence of iodine deficiency 
disorders, for example from 64 per 
cent in 1985 to 14 per cent in 
1996 in Bhutan, and from 19.3 
per cent in 1989 to 5.6 per cent 
in 1995 in Thailand. This success 
is attributable to the commitment 
of all concerned sectors to salt 
iodination and distribution, 
monitoring of iodine levels 
in salt, regular programme 
evaluation, community edu- 
cation as a long-term strategy and 
administration of iodized oil as a 
“short-term remedy. 


There is evidence that the severe 
forms of vitamin A deficiency are 
decreasing worldwide, especially 
in some parts of Asia, such as 
Thailand and Indonesia. While 
vitamin A deficiency was 
identified as one of the major 
nutritional problems in Thailand 
during the 1970s, by 1995 
xerophthalmia was no longer 
considered a public health 
problem. In Indonesia the 
prevalence of xerophthalmia 
declined from 1.18 per cent in 
1978 to 0.14 per cent in 1991. 
This decline is attributable to a 
firm national policy with a well- 
defined goal for nutritional 
improvement, increased public 
health awareness about carotene- 
rich foods as long-term measures, 
fortification of commonly 
consumed dietary items with 
vitamin A as a medium-term 
measure, and supplementation 
with megadoses of vitamin A 
for the short-term. 


however, has 
not markedly decreased in 
the Region over the last two 
decades, primarily due to 
two factors. First, anaemia is hard 
to detect, and remains 
undetected unless it is very 


Anaemia, 


severe. Second, most countries 
in the Region do not have 
national programmes for anaemia 
control, suggesting that iron 
deficiency receives little 
attention at the policy level. 
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Protecting the 
Environment and Health 


The importance of the 
environment to development 
and its relation to health have 
been highlighted by global 
initiatives starting with the 
International Drinking Water 
Supply and Sanitation Decade 
in 1980 and the UN Conference 
on Environment and 
Development (UNCED) in 
1992. Conservation of natural 
environmental 
protection and _ sustainable 
development are therefore high 
on the agendas of Member 


resources, 


States as well as international 
agencies. 


Priority issues which threaten the 
environment and health include 
water supply and sanitation; 
population growth, urbanization 
and industrialization; pollution 
of air, water and soil; food 
contamination; physical, 
chemical and radiation hazards 
and the effects of climatic change. 
These environmental health 


issues are serious challenges 


for which intersectoral 
collaboration is urgently needed. 
Health and environment 


initiatives in the Region aim to 
mobilize the health sector to 
sensitize other sectors about the 
need to incorporate health 
development 


concerns in 


activities. 


Healthy cities 


Healthy cities projects in 
metropolitan areas worldwide 
have emerged as effective means 
for improving urban health and 
environment, particularly for 
low-income populations. The 
underlying concepts of such 
projects 


are intersectoral 


collaboration, supportive 
environments for carrying out 
and 
participation from development 
sectors, local authorities, the 
private sector, NGOs and the 


communities themselves. 


programme activities, 


The issues addressed by these 
projects include health problems 
such as control of communicable 
and noncommunicable diseases 
and health aspects of housing. 
Environmental problems include 
water supply and sanitation, 
and 


pollution, accidents, 


chemical and radiation hazards. 


Along with  intersectoral 
collaboration, prerequisites for 
implementing healthy cities 
projects are a multiprogramme 
approach and multidisciplinary 
orientation. Initiating and 
sustaining such projects presents 
a serious challenge to all countries 


in the Region. 


Water supply and sanitation 


The water supply and sanitation 


f 


programme has received the 
attention of WHO Member 
States and 
agencies for many years. During 
the International Water Supply 
and Decade 


significant progress was made in 


international 


Sanitation 


population coverage. 


Despite the achievements, nearly 
a quarter of humanity today does 
not have access to these two basic 
facilities - approximately 1.4 
billion people still lack safe water 
supply and about 1.9 billion do 
not have adequate sanitation. 
Disparities between urban and 
rural communities continue to 
exist. The progress of providing 
sanitation facilities is much 
slower than that of providing 
water supply. Rapid population 
growth and_ uncontrolled 
migration into cities offset the 
progress made in urban areas. 
Inadequate financial resources, 
weak intra and intersectoral 
coordination, low awareness 
of personal hygiene, and 
inadequate involvement of the 
private sector are factors that 


impede progress. 


UNCED set a target of full 
coverage in safe water supply 
by the year 2025. In response, 
WHO formulated a new global 
strategy for health and environ- 
ment, where access to safe water 
supply and sanitation were 
identified as priority areas for action. 
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Controlling Substance 


Abuse 


For thousands of years people 
have been using substances that 
have psychoactive effects. Today 
the world is witnessing a virtual 
epidemic of drug abuse. 
According to UN estimates there 
are 15 million drug abusers 
worldwide. This figure is 
considered to be just the tip of 
the iceberg. In view of the 
vulnerability of intravenous drug 
users to AIDS, drug abuse has 
now assumed even more 
dangerous proportions. 


The estimates of opioid 
dependents in Thailand vary 
between 150,000 and 300,000. 
For India, an estimate of several 
hundred thousand heroin 
dependents has recently been 
made, and for the south of 
Sri Lanka and Nepal official 
estimates are in the order of 


25,000 to 35,000. 


Intensive work has been done in 
the Region over the last 15 years 
on the development of 
alternative approaches to the 
treatment of drug dependent 
persons. The traditional medical 
approach of detoxification 
followed by rehabilitation efforts 
is not effective, since this does 
not take into account the social 
aspects of pathways into drug 
problems. In other words, this 


does not tackle the root cause of 
the problem and therefore cannot 


prevent it. 


Work was therefore started on 
“village-wise detoxification” as 
a social event in Myanmar and 
India in the early 1980s. These 
experiences highlighted that 
work with drug users was not 
enough. The context in which 
they had socialized into drug use 
also needed to be addressed. At 
present “an open community 
approach” is being used. This 
approach, which focuses on the 
rehabilitation of people rather 
than on the immediate 
termination of substance abuse 
(detoxification), has been found 
to be very effective. This 
approach is gaining international 
recognition as an effective way of 
demand harm 
and HIV 
prevention in injecting drug 
users. Prevention, treatment and 
rehabilitation are combined in 
this integrated and de- 
professionalized approach. 


reduction, 
minimization 


The production and use of 
cigarettes gained momentum in 
many developing countries 
during the 1980s. During this 
period governments in developed 
countries, recognizing the 
harmful effects of tobacco, took 
measures to limit its production 
and consumption. Thus tobacco 
companies had to find new 


markets in developing countries. 
The demographic and economic 
factors in Asia made it a most 
attractive market for tobacco 
conglomerates. Thus, while in 
developed countries the annual 
per capita consumption of 
cigarettes dropped from 2800 in 
the 1980s to 2400 in the 1990s, 
the consumption in developing 
countries rose from 1150 to 1400. 
In many countries of the Region, 
an increase in tobacco and 
cigarette consumption has been 
recorded among women and 


youth. 


Eight countries in the Region 
produce tobacco in commercial 
quantities, with India and 
Indonesia being rated third and 
seventh respectively among the 
25 leading tobacco producers 
worldwide. Over 70 per cent of 
the tobacco produced in the 
Region is consumed locally, either 
in cigarettes including kreteks 
and bidis, or in the varied and 
popular oral forms of pan, pan 
masala, betel-quid, gundi, 


mishri and gudhaku. 


The causal relationship between 
tobacco use and diseases such as 
cancer and chronic respiratory 
disorders are well documented. 
WHO/SEARO supports Member 
States in establishing 
comprehensive, multisectoral and 
long-term national strategies for 


tobacco control. All countries 
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have now banned cigarette 
smoking in designated public 
places. Crop substitution for 
tobacco is being tried in Nepal 
and India. Domestic flights are 
now smoke-free in many 
countries and a few community- 
based control 
programmes are operational in 
Bangladesh, India, Indonesia and 
Sri Lanka. Public education is 
being carried out through cancer 
' programmes, and school children 
and youth are being sensitized to 


the harmful effects of tobacco. 


tobacco 


Advocacy to place tobacco 
control on the political agenda 
continues in Bangladesh, India, 
Maldives, Myanmar, Sri Lanka 
and Thailand. 


Towards a 
smoke-free Region 


Thailand banned smoking 

on selected international 

flights 

¢ Indonesia banned smoking 
on all domestic and some 
international flights 

e Sri Lanka banned cigarette 
advertisements in its media 

e Delhi State banned 
smoking in government 
institutions and public 
areas 

e Maldives declared two 

“No Smoking Islands” 


However, despite these efforts, 
one cannot overlook the possible 


negative impact of the open 
market policy adopted by a 
number of countries in the 
Region. The ongoing WHO 
Global Plan of Action for 
Tobacco or Health will provide 
an effective framework for 
Member States to work towards 
protecting the lives of those with 
the tobacco habit. 


Controlling Diseases 


The South-East Asia Region is 
not only home to a quarter of the 
world’s population, but also 
carries a large proportion of the 
global disease burden. Any 
significant breakthroughs in 
disease control activities in the 
Region are therefore bound to 
have an impact on the global 
disease pattern. The following 
sections provide information on 
the status of dominant diseases 
and the measures being taken to 
control them. 


Acute Respiratory Infections 


Acute respiratory infections 
(ARIs) are among the most 
important causes of death in 
infants and young children. The 
WHO programme for the control 
of ARIs was officially established 
in 1982 with the objectives of 
reducing the severity of and 
mortality due to ARIs, reducing 
the inappropriate use of 


antibiotics and other drugs for the 
treatment of ARIs, and reducing 
the incidence of acute lower 
respiratory infections. 


Of the nearly 13 million deaths 
of children: under five that 
occurred in 1990 in developing 
countries, around 4.3 million 
were attributed to ARIs. It is 
estimated that ARIs are 
responsible for 30 to 50 per cent 
of child morbidity and for about 
40 per cent of consultations with 
physicians or other health care 
providers. Intervention studies in 
developing countries have shown 
that large reductions in ARI- 
specific childhood mortality can 
be achieved by implementing 
effective and simplified case 
management procedures. 


Seven target countries with 
infant deaths of 40 or more per 
1000 live births have been 
identified in the South-East Asia 
Region. Among these countries, 
Bangladesh, India, Indonesia and 
Nepal account for about 40 per 
cent of the global ARI deaths. 
In these countries, poor access 
to health 
utilization of government health 
facilities and poor outreach of 
existing programmes are major 
contributing factors to ARI 
deaths. 


services, low 


The implementation of national 
ARI control programmes in 
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Member States has achieved 
considerable success with 
estimated access ranging from 30 
to 100 per cent. To further 
increase coverage, collaboration 
with NGOs has been mounted in 
a major effort to train community 
health workers and to strengthen 
home-based treatment of ARIs. 
Partnerships have been developed 
with both international and 
national NGOs, and standard 


case management guidelines have 


been provided by WHO. 


Dengue and Dengue 
Haemorrhagic Fever 


Over the last 10 to 15 years, 
dengue and dengue haemorrhagic 
fever (DHF) have become leading 
causes of hospitalization and 
death among children in many 
countries of the Region. It is 
estimated that there were 400,000 
cases and 8000 deaths from DHF 
in the Region in 1995. During 
1996 an increase in morbidity 
associated with dengue and DHF 
has been observed in India, 
Indonesia and Sri Lanka. In an 
outbreak in Delhi alone during 
August-November 1996, about 
10,000 cases and 400 deaths were 


reported. 


Dengue/DHE, which was earlier 
considered an urban problem, has 
now spread to rural areas within 
countries of the Region. This 


3Oral rehydration therapy is the increased use of fluids ( 


can be at least partly attributed 
to poor environmental 
management, _ particularly 
improper water storage facilities 
which have resulted in the 
proliferation of breeding places 
for the mosquito vectors. 


In 1974 the South-East Asia and 
Western Pacific Regions of WHO 
established a technical advisory 
committee on DHE. In view of 
the increasing occurrence of 
epidemics in these two Regions, 
a guide for the diagnosis, 
treatment and control of dengue 
infection was published in 1975. 
DHF was identified as one of the 
research priorities for the South- 
East Asia Region in 1976. Based 
on findings from WHO- 
supported research on various 
aspects of the disease, revised 
diagnostic and treatment 
guidelines for dengue and dengue 
haemorrhagic fever were issued in 
1986. WHO/SEARO also 


supported research studies which 


yielded broad information on the 
epidemiology of dengue and 
provided important information 
for developing a vaccine. 


WHO provides technical support 
to countries of the Region in the 
containment of dengue 
outbreaks. A special consultative 
meeting was held in November 
1996 which made recom- 
mendations for the management 
of dengue epidemics. A training 
module for case management of 
dengue/DHF is also in the process 


of preparation. 


Diarrhoeal Diseases 


The WHO programme for the 
control of diarrhoeal diseases 
(CDD) was launched in May 
1978. WHO/SEARO was a 
pioneer in promoting the 
provision of oral rehydration 
therapy’ (ORT) and standard 
case management for acute 
diarrhoea. The immediate 


those available in the home and/or reconstituted oral rehydration salts) during episodes of diarrhoea. 
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programme objective is to reduce 
diarrhoea-related mortality in 
children under five years of age 
through the extensive use of 
ORT. The long-term objective 
is to reduce diarrhoea morbidity 
through the promotion of 
improved maternal and child care 
practices including nutrition, 
improvement of environmental 
sanitation and epidemic control. 


To meet these objectives, the 
programme originally promoted 
four control strategies: proper case 
management of diarrhoea, 
encouragement of maternal and 
child care practices important for 
the prevention of diarrhoea, 
improvement of environmental 
health practices and epidemic 
control. In 1980 the CDD 
programme in WHO became 
fully operational and initiated 
collaboration with countries in 
support of planning, operations, 


training, research and 
evaluation. In the same 
year, five SEAR countries 
(Bangladesh, Indonesia, 
Myanmar, SriLanka and 
Thailand) initiated national 
diarrhoeal disease control 


programmes, and by 1984 
programmes in all but one 
SEAR country were operational. 


Programme strategies have 
been refined _ regularly. 
Studies supported by WHO 


demonstrated that children 


with acute diarrhoea who receive 
nearly all of their normal dietary 
requirements from the first day of 
rehydration therapy have a better 
clinical and nutritional outcome 
than those fed more cautiously. 
At the time, WHO 
identified breast-feeding as an 
important factor in reducing both 
diarrhoea 


Same 


incidence and 
mortality. 


The major strategy promoted by 
WHO in the early 1980s was to 
reduce disease 
mortality by administering oral 
rehydration salts (ORS). Access 
to ORS increased rapidly in the 
Region, largely due to increased 
availability through both local 
production and importation. 
By 1984, nine of the ten SEAR 
countries produced either 
some or all of their ORS 
requirement. Between 1985 
and 1993, access to ORS in 


countries increased from 69 to 79 


diarrhoeal 


per cent. 


WHO has been a pioneer in 
supporting efforts to develop 
improved ORS formulations and 
research is continuing to this end. 
In the early 1980s WHO also 
initiated research to test the 
efficacy of existing antidiarrhoeal 
drugs as well as to develop and 
test new drugs. However, by 1987 
research had indicated that a 
wide variety of antidiarrhoeals 
and traditional medicines were 
not effective and sometimes even 
dangerous. Studies showed that 
often children treated in 
government facilities were being 
given up to four or more different 
drugs, and that antibiotics were 
being prescribed more often than 
ORS. In 1990, as a response to 
these studies, WHO published 
The Rational Use of Drugs in 
the Management of Acute 
Diarrhoea in Children. Since 
then a number of SEAR 
countries, including India, 
Indonesia, Nepal, Sri Lanka 
and Thailand, have taken 


7 Achieving ero incidence 


India is the only country in the WHO South-East Asia Region 
where guineaworm disease is present. India launched its 

~ National Guineaworm Eradication Programme in 1983-84. 
~ At that time there were 40,000 cases of guineaworm in 12,840 
a villages spread across 89 districts of seven states. During 1996, 
only nine guineaworm cases have been recorded in three 
- villages in Jodhpur district of Rajasthan State. The goal of © 
~ “sero incidence” of guineaworm disease in India during 1997 


js within reach. 
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action to restrict or prohibit the 
use of antidiarrhoeal drugs in 


children. 


onset, the CDD 
programme in WHO _ has 
collaborated closely with other 
UN agencies, especially 
UNICEE. In addition there has 
been considerable collaboration 
with bilateral agencies such 
as the USA's Agency for 
International Development and 
the Swedish International 
Development Authority, as well 
as with NGOs such as the 
International Federation of Red 
and Red Crescent 
Societies. 


From _ its 


Cross 


HIV/AIDS 


The human immunodeficiency 
virus (HIV) which causes AIDS 
came much later to the South- 
East Asia Region compared to 
other parts of the world, but now 
has emerged as a serious public 
health problem. All SEAR 
countries are concerned and are 
committed to combat this 
expanding pandemic. 


The first patient with AIDS in 
the Region was reported from 
Thailand in 1984. In most other 
countries HIV was not diagnosed 
until 1986 or later. Since then, 
however, HIV infection has 
spread rapidly and WHO 
estimates that currently there are 


more than 3.7 million HIV- 


infected people in the Region 
(Table 3). Besides being found 
in persons with high risk 
behaviour, HIV infection rates 
have now begun to increase in 
the general population as well. 


Trend data based = on 
seroprevalence surveys confirm 
the alarming increase in HIV 
infection rates in selected high- 
risk populations in Thailand, 
Myanmar and India. The 
population groups particularly 
vulnerable to HIV include 


commercial sex workers, 
injecting drug users, persons with 
sexually transmitted diseases, 
truck drivers and migrant 


populations. 


In March 1994 the reported 
number of AIDS cases was 5700, 
but by July 1997 there were 
65,091 cases reported in the 
Region. Thailand, India and 
Myanmar report the largest 
number of cases - accounting for 
more than 95 per cent of the total 
cases reported. Two countries - 


Table 3: AIDS and HIV infections in SEAR countries 


(as of 1 July 1997) 


Sal <20,000 


< 


‘Population estimates for 1996 for all countries except Bhutan are based on UN population figures 
for mid-1994 with annual growth rates applied as appropriate. 


Source: WHO/SEARO, STD/AIDS Unit 
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Bhutan and DPR Korea - have 
not yet reported AIDS cases, 
although Bhutan reports persons 
diagnosed with HIV infection. 


Given the prevailing risk 
behaviours and experiences in 
the three countries mentioned 
above, there is a possibility of a 
similar situation being repeated 
in other countries of the Region. 


Risk behaviours which promote 
the spread of HIV, such as 
injection of drugs, male patronage 
of prostitutes, high rates of 
sexually transmitted diseases and 
low condom usage, are present in 
all countries. 


Considering that heterosexual 
contact is the predominant mode 
transmission in the Region, 


continued transmission in the 
general population appears 
inevitable unless effective 
measures are taken now. Based 
on available data, the estimated 
number of infections during 1996 
include 2.5 million in India, 
800,000 in Thailand and 350,000 


in Myanmar. 


Furthermore, WHO estimates 


ne pe rere meee 
Figure 6: Trends in AIDS cases by region 


—_ 


Source: WHO/SEARO, Division of integrated Control of Diseases 
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rosexual transmission of HIV infection in Thailand 

of female sex workers in the country is estimated at 
ed that the majority of the sex workers want their clients to use 
larly because of client refusal. 


The most important factor relating to the rapid hete 
is the sex entertainment industry. The total number 


100,000. It has been consistently observ 
condoms. However, they are unable to enforce this practice regu 


In order to meet this challenge, a 100 per cent condom use programme was initiated in one province in 
August 1989 to promote the use of condoms in sex establishments. The aim of the programme was to 
gain the cooperation of the government authorities in influencing owners of sex establishments to 


require their sex workers to use condoms in all sexual encounters. 


After its success in one province, the national AIDS committee approved the nationwide expansion of 
the 100 per cent condom use programme in 1991. Since April 1992 all 73 provinces have implemented 
the programme and, in most provinces, there has been a marked increase in condom use in sex 
establishments - a clear sign of success. As a result, the rate of HIV infection among young adults has 
begun to decline, from 4.0 per cent in 1994 to 2.6 per cent in 1996. : 


KK KKK KOK KOK 


Sonagachi is one of the oldest and largest “red light” districts in Calcutta. A survey conducted in 1992 
revealed an alarmingly high prevalence (about 81 per cent) of sexually transmitted diseases (STDs) 
among the sex workers. Hardly any of the sex workers. The prevalence of HIV infection, however, was 
extremely low. : 


An STD/HIV intervention programme was started among the sex workers in September 1992, consisting 
of early diagnosis and treatment of STDs, promotion of condom use and health education activities. 
Peer educators were identified from among the sex workers and given training. These peer educators 
made house-to-house visits and discussed different issues related to STDs and AIDS with the sex workers, 
providing education about condom use with the help of audiovisual aids. 


The use of condoms in the intervention area has been rapidly increasing, as shown by a study conducted 
in 1993. At that time 42 per cent of the sex workers were using condoms on a regular basis, compared 
to one per cent the previous year, and the prevalence of sexually transmitted diseases had fallen sharply. 


that while the annual number 
of HIV infections would have 
peaked in Africa by 1995, 
infections in Asia will continue 
to increase well into the early part 
of the next century. By the year 


2000, the cumulative number of 
infections in Asia will be 8 to 10 
million and the 
numbers will far exceed those 


annual 


seen in sub-Saharan Africa. 
Given the mean progression time 


for initial HIV infection to 
develop into AIDS, it can be 
concluded that AIDS cases in 
Asia will continue to increase 
well into the next century, and 
that close to 2 million cumulative 
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cases of AIDS will occur by the 
year 2000. 


With the annual number of AIDS 
cases in the Region continuing to 
(Figure 6), further 
prevention efforts and increased 
medical and social services will be 
required for the next several years 
for persons with HIV infection. 
But the greatest tragedy, besides 
medical and health care costs, will 
be the loss of thousands of lives, 
particularly of young adults in 
their most productive age and 
infants born to HIV-infected 
mothers. This will have a major 


grow 


impact on the economy of 
countries throughout the Region 
in terms of direct medical and 
patient care costs and indirect 
costs in the form of absenteeism 
and decreased productivity. The 
pandemic is likely to overstretch 
the already fragile health and 
economic infrastructure in the 
Region. 


In response to the growing 
pandemic in South-East Asia, the 
governments have accorded 
AIDS prevention a high priority. 
National AIDS committees have 
been established, education of 
health care workers and the 
general population is continuing, 
and laboratory facilities have been 
strengthened for screening 
donated blood for HIV and for the 
diagnosis of HIV. Priority is being 
given to targeted interventions 


and to STD case management, 
and condom use is being 
promoted. Universal precautions 
are being promoted against 
HIV transmission through 
contaminated injecting 
equipment. All countries have 
developed medium-term AIDS 
plans in collaboration with 
WHO, and have established 
targets, strategies and activities 
for AIDS prevention which are 
best suited to each country 
situation. 


WHO’s work in the global fight 
against AIDS and the control of 
sexually transmitted diseases, 
encompasses the prevention of 
HIV infection and STDs, the 
safety of blood and blood 
products, clinical care of people 
with HIV/AIDS, and HIV and 
STD surveillance. WHO will 
continue to help countries of the 
Region in the development of 
national AIDS programmes in 
collaboration with the Joint and 
Cosponsored UN Programme on 
AIDS. WHO will also continue 
to provide technical support in 
the health 
HIV/AIDS, not 


government agencies but also to 


aspects of 
only to 


nongovernmental organizations 
and the private sector. This 
support includes training, 
supplying HIV test kits, providing 
guidelines and training materials, 
disseminating information 
and assisting in programme 
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planning and evaluation. 
Leprosy 


Leprosy is one of the ancient 
scourges of mankind. Leprosy 
patients face not only physical 
disability and 
disfigurement, but also societal 


suffering, 


rejection and mental anguish. Of 
the five countries in the world 
with a high prevalence of leprosy, 
four are in the South-East Asia 
Region and account for 70 per 
cent of the registered global cases. 
Leprosy control programmes have 
been carried out in the Region 
with WHO support since the 
early 1950s. 


Until the 1960s, dapsone was the 
only drug used for the treatment 
of leprosy and it was able to cure 
the disease. However, in the early 
1960s resistance to dapsone was 
noticed and other antileprosy 
drugs had to be developed. The 
most important of these was 
rifampicin, which, along with 
clofazimine, was used until the 
early 1980s when a multidrug 
therapy (MDT) using all three 
drugs was recommended by 
WHO. Multidrug therapy was 
found to shorten the treatment 
time for leprosy drastically and to 
prevent deformities in the initial 
stages of the disease to a large 
extent. The risk of relapse after 
a full course of MDT is only one 
per 1000 cases, which is very low 
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compared to treatment with 


dapsone alone. 


MDT was started in a phased 
manner in a few SEAR countries 
in 1982 and was extended to all 
countries in 1985. After just one 
decade, a dramatic change can be 
seen in the leprosy situation in 


the Region, with the estimated 
number of leprosy cases falling 
from 5.5 million in 1985 to 0.83 
million in 1996, and the 
estimated prevalence rates 
declining remarkably in all SEAR 
countries. After the introduction 
of MDT, 7 million patients had 
cured by mid-1996 


been 


a 
Figure 7: Regional trends in leprosy 


Source: WHO/SEARO,. Leprosy Unit 


(Figure 7). Multidrug therapy 
has proved to be a major 
breakthrough in the fight against 
leprosy. 


The success story of multidrug 
therapy in leprosy control 
proves that _ effective 
technology can make a 
difference in changing the 
health situation, both in the 
Region. and in the world. 
With the availability of an 
effective technology, and with 
the commitment of political 
leaders, decision makers, 
health non- 
governmental organizations, 
the community and the 
patients, a difference can 


be made. 


workers, 


The Forty-fourth World Health 
Assembly in 1991 adopted a 
resolution calling for the 
elimination of leprosy as a public 
health problem by the year 2000. 
Elimination is defined as the 
reduction of prevalence to a 
level below one case per 10,000 
population. By 1994, Sri Lanka 
and Thailand had achieved the 
elimination goal, and it is 
expected that three additional 
countries (Bhutan, Indonesia and 
Maldives) will reach the target by 
the end of 1998. However, there 
are still some difficulties in 
covering isolated and inaccessible 
areas, mobile populations such as 
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nomads, and_ neglected 
populations such as slum dwellers. 


Malaria 


When the proposal for malaria 
eradication was submitted by the 
WHO Director-General to the 
Eighth World Health Assembly 
in 1955, it was optimistically 
adopted by Member States. The 
initial results were encouraging. 
For example, India - the largest 
country in the Region in terms 
of land size, population and 
magnitude of the malaria problem 
- drastically reduced its malaria 
incidence from an annual average 
of 75 million cases up to 1955 to 
0.1 million cases in 1965. There 


was a rapid expansion of malaria- 
free areas. The programme was 
scheduled to end in 1969, by 
which time it was expected that 
the disease would have been 
eradicated. 


The success achieved by the 
malaria eradication programme, 
however, was short-lived, mainly 
due to technical, administrative 
and financial constraints. The 
most important factor was the 
withdrawal of insecticide supplies 
by the donors in 1965 and the 


hasty transfer of malaria 


programme activities to the 
general health services, which 
were either non-existent or 
The 


poorly developed. 


resurgence of malaria in India 
reached its peak in 1976, when 
about 6.5 million cases were 
reported. This grim picture was 
not unique to India. It was also 
seen in other countries of the 
Region during the early stages of 
the post-eradication era. 


The early malaria eradication 
strategy was a narrow-based 
vertical programme heavily 
dependent on external resources. 
This changed in the 1970s when 
the control strategy was adopted. 
However, most countries had 
difficulty in adapting to this as it 
required an integrated approach 
with intersectoral collaboration 
for malaria control. Besides weak 


Figure 8: Regional trends in malaria incidence 


Zi uaum Incidence rate per 100,000 populati 
1. Reported new cases in millions 


Sources: 1. WHO/SEARO, Division of Integrated Control of 


Diseases 


2. UN. World Population Prospects, The 1994 revision 
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programme management, 
technical problems such as 
vector resistance to insecticides 
and falciparum malaria resistant 
to drugs made the situation 


WwOrse. 


The South-East Asia Region as 
a whole showed an increase in 
malaria incidence during the 
post-eradication era, reaching a 
peak of 7.2 million in 1976. 
During the subsequent two 
decades, reduction has been very 
slow, from 5.48 million cases in 
1977 to 3.37 million in 1995 
(Figure 8). The number of 
malaria cases in 1995 in the 
Region was estimated at 3.4 
million, with almost 40,000 
deaths. In addition, the 


proportion of the more dangerous 
falciparum malaria increased 
from 13 per cent in 1977 to 39 
per cent in 1995, highlighting the 
erowing problem of drug 
resistance. By achieving a 


Malaria control strategy 


e Early diagnosis and prompt 
treatment with effective 
antimalarial d . 

° Selective, 
vector contr 

* Prevention 1 

~ epidemics . 

eu pgrading 


reduction of only 2 million cases 
in 20 years, the progress of 
malaria control in the Region has 
practically reached a static level. 


A regional collaborative 
programme was initiated for drug- 
resistant malaria and for the 
controk, ‘@fa)imalaria in 
international border areas. 
WHO continues to work with 
countries of the Region to 
develop partnerships for 
progressive strengthening of 
national and local capacity to 
combat this public health 
problem. 


Tuberculosis 


More people died of tuberculosis 


Figure 9: Regional trends in tuberculosis incidence 


| 58881 Incidence rate per 100,000 population 
~~ Reported new cases in millions 


Sources: 1, WHO/SEARO, Division of Integrated Control of Diseases 
2. UN. World Population Prospects, The 1994 revision 


PROGRESS TOWARDS HEALTH FOR ALL 


(TB) last year than in any year 
in history, and 30 million people 
will die in this decade unless 
effective action is taken. The 
burden of TB in the Region is 
immense. It is estimated that 
more than 3 million new cases 
occurred in South-East Asia in 
1996, representing about 40 per 
cent of the global disease burden. 
The number of reported cases, 


however, was much lower 


(Figure 9). 


More than one out of four 
avoidable deaths in adults in 
the developing world are from 
tuberculosis. 


More women die from 
tuberculosis than from causes 
associated with childbirth. 


One-third of the world’s 
population is infected with the 
that 


organism causes 


tuberculosis. 


Tuberculosis usually affects the 
lungs, but can affect any part of 
the body. Generally, only lung 
tuberculosis is infectious as it is 
spread through the air from 
person to person. One untreated 
TB patient can infect 10 to 15 
healthy people in a year. 
Tuberculosis remains closely 
related to poverty, but 
industrialization and rapid means 
of transportation have facilitated 
the spread of the disease to all 
parts of the globe and all 


population groups. Investigations 
have even documented the 
spread of the disease on 
commercial airline flights. 


In some parts of the world, 
including some SEAR countries, 
drug resistant forms of 
have become 
common, threatening to make 
the disease incurable. HIV 
infection and AIDS have also 
increased the possibility of an 


explosive spread of tuberculosis. 


tuberculosis 


The good news is that 
tuberculosis can be cured and the 
epidemic reversed. An effective 
strategy for tuberculosis control, 
known as DOTS (directly 
observed treatment - short 
course), has been proven to cure 
nearly all treated patients 
all over the world. DOTS has 
consistently doubled cure rates 
wherever it has been 
implemented. Bangladesh has 
covered two-thirds of the country 
with DOTS, and more than 8 out 
of 10 patients in the areas covered 
have been cured. 


New partners have joined 
Member States and WHO in 
their battle against tuberculosis. 
The World Bank is supporting 
tuberculosis control in 
Bangladesh and India, and 
bilateral agencies, the private 
sector and nongovernmental 
organizations are becoming 


increasingly involved in 


tuberculosis control programmes. 


Vaccine-preventable 
Diseases 


Immunization has been 
recognized as one of the most 
powerful and cost-effective 
weapons against disease. The 
countries of the South-East Asia 
Region committed themselves 
that 


prevented by 


to combat diseases 


could be 
immunization, including 
diphtheria, pertussis, tetanus, 
tuberculosis, poliomyelitis and 
measles. Immunization activities 
were initiated in 1977 and all 
SEAR countries introduced 
vaccinations into their national 
health programmes. In 1982 the 
World Health Assembly passed a 
resolution according high priority 
to the implementation of the 
Expanded Programme on 
Immunization (EPI) within the 
context of primary health care. 
Though EPI 

have _ steadily 
their geographical coverage, 
considerable work still remains to 
be done. Efforts must now be 
directed neonatal 
tetanus elimination, measles 
reduction and poliomyelitis 


programmes 
increased 


towards 


eradication. 


Overall regional immunization 
trends demonstrate a slow but 
steady increase in coverage for all 
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Figure 10: Regional trends in immunization coverage 


DPT3 = Diphtheria, tetanus, and whooping cough (third dose) 
OPV3 = Oral polio vaccine (third dose) 

BCG = Bacillus Calmette-Guerin (anti-tuberculosis vaccine) 
TT2 =Tetanus toxoid (second dose) 


Source: WHO/SEARO, EPI Unit 
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Imagine a world without immunization 


¢ Nearly four of every 1000 school-aged children would be 


disabled by poliomyelitis 


developing world 


Almost all children would contract measles 


Measles would kill two children out of every 100 cases in the 


¢ Measles would kill 10 or more children per 100 cases in 


malnourished populations 


antigens from 1980 through 1993 
(Figure 10). Since 1994, 
however, the regional coverage 
with OPV3 for polio, measles and 
DPT3 for diphtheria, pertussis 
and tetanus has decreased 
slightly. More attention is now 
being given to district level 
monitoring of immunization 
coverage in all countries, to 
identify areas which need to be 
targeted for intensified activities. 


The South-East Asia Region 
successfully achieved the goal of 
80 per cent immunization 
coverage with oral polio vaccine 
in early 1991. Presently, the 
eradication of polio from the 
earth seems within reach. More 
energy, resources, personnel 
and, above all, continued 
commitment are needed to 
achieve this goal within the 
limited time left until the year 


2000. It is likely that, with 


sustained efforts similar to those 
undertaken for polio, measles and 
neonatal tetanus could be 
eliminated by the year 2010. 


However, there is evidence that 
many diseases previously 
controlled are re-emerging. A 
recent outbreak of diphtheria in 
one SEAR country is one 
example. Similarly, with the 
recent increase of HIV infection, 


It is likely that, 
with sustained efforts 
similar to those 
undertaken for polio, 
measles and neonatal 
tetanus could be 
eliminated by the 
year 2010. 


it seems that tuberculosis in 
children (especially pneumonia 
and meningitis) is not yet 
substantially reduced. Even 
though immunization coverage 
with BCG has been very high, a 
new potent tuberculosis vaccine 
and other EPI vaccines are 
needed for preventing the 
“previously controlled” diseases 
such as diphtheria. 


Viral Hepatitis 


Countries of the South-East Asia 
Region have a high prevalence 
of viral hepatitis. Twenty years 
ago, hepatitis A virus (HAV) and 
hepatitis B virus (HBV) were 
recognized as etiological agents 
for viral hepatitis. Today, in 
addition to HAV and HBV, 
hepatitis C, D, E and G viruses 
have also been discovered. 
WHO has supported research on 
liver diseases in the Region since 
1976. Asa result, a wealth of 
information has been amassed on 
the epidemiology, transmission 
and nature of this infection. 


HAV infection is common in the 
Region, with studies showing 
that 85 to 95 per cent of children 
aged 6-10 years are already 
immune to HAV. Few children 
develop clinical disease from the’ 
hepatitis A virus and clinical 
disease is rarely found in adults 
because of immunity developed 


during childhood. 
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Commitment pays 


In 1988 the World Health Assembly established a target to eradicate poliomyelitis oe 
year 2000. Since then, an eradication programme has been initiated in the South-East Asia ope 
Although SEAR countries provide more than 80 per cent of the necessary funds and resources . | 

programmes as a whole, countries undertaking poliomyelitis eradication are supported by a coalition 
of partners including the Australian Agency for International Development, British Overseas 
Development Agency, USA’s Centers for Disease Control and Prevention, Danish DANIDA, 
German Kreditanstalt fur Wiederaufbau, Japanese International Cooperation Agency, Rotary 
International, USA’s Agency for International Development, the United Nations Children’s 


Fund and the World Health Organization. 


Strategies for the eradication of poliomyelitis include achieving the highest possible immunization 
coverage, carrying out national immunization days (NIDs) with oral polio vaccine being given to all 
children less than five years of age, acute flaccid paralysis surveillance and “mopping-up” 
immunizations. 


The regional immunization coverage with three doses of oral polio vaccine delivered through the 
routine system peaked at 91 per cent in 1994. Seven countries in the Region conducted NIDs in 1995 
and the remaining three countries conducted their first NIDs during 1996. India, with the largest 
target population in the world, immunized more than 93 million children during its first NIDs in 
December 1995 and January 1996. Since then only 886 cases had been reported as of December 1996. 
This remarkable reduction in cases is largely attributable to the success of the NIDs. However, with 
the exception of Sri Lanka and Thailand, acute flaccid paralysis case reporting and investigation in 
SEAR countries lag far below acceptable levels. | 


Achieving polio eradication requires that NIDs be sustained yearly and that disease reporting systems 
be strengthened substantially in order to identify, report and rapidly investigate all cases of acute 
flaccid paralysis. Ultimately, this is the only way to ensure that polio is eradicated by the year 2000. 


The prevalence of hepatitis B 
virus infection, which is related 
to chronic hepatitis, cirrhosis and 
liver cancer, varies widely among 
countries and is still a major 
public health problem in 
the Region. Every year 
approximately 14 to 16 million 
people are infected with HBV, 
and it is estimated that there are 


78 million HBV carriers (about 
of the total 
population) in the Region. Liver 


6 per cent 
cancer is common in the Region 
and appears to be closely 
associated with the HBV carrier 
rate. In SEAR countries where 
there is intermediate and high 
endemicity, transmission from 
mother to infant is common. 


Transmission of HBV by blood 
transfusion and in other medical 
contacts has been observed. 
Health workers, injecting drug 
users and sex workers are 
considered high risk groups. 


A number of SEAR countries 
have developed mechanisms for 
mandatory screening of blood and 


St apres 


: 
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blood products, and a vaccine 
has become available for 
immunization against HBV. 
Within the framework of 
the Expanded Programme 
on Immunization, Bhutan, 
DPR Korea, Indonesia, Maldives 
and Thailand introduced 
hepatitis B vaccine between 1992 
and 1996. The vaccine is 
produced in DPR Korea and 
Indonesia, and_ large-scale 
production is scheduled to begin 
in Myanmar in 1997. 


Hepatitis (HCV ) 
infection is prevalent in countries 
of the Region, with antibodies to 
HCV found in 2 per cent of 
voluntary blood donors in some 
countries. Mandatory screening 
of blood and blood products has 
been established in Thailand, but 
only limited screening is 
done in India, Indonesia and 


Sri Lanka. 


| wirus 


Hepatitis E virus (HEV) infection 


is also very common in countries 


of the Region. In India alone, 
more than 60 outbreaks of this 
infection were reported between 
1977 and 1997. Water-borne 
outbreaks with high mortality in 
pregnant women have also 
been reported from Bangladesh, 
Indonesia, Myanmar and 


Nepal. 


‘This section is summarized from a number of sources, primarily 


Noncommunicable 
Diseases 


Noncommunicable diseases‘ 
(NCDs), once thought to be 
prevalent mostly in the 
developed world, are now 
emerging as leading causes 
of death, illness and disability 
in many developing countries. 
Today, the risk of death from 
NCDs adulthood 
(15-60 years) is considerably 
higher in the developing 
world, including South-East 
Asia, than in established market 
economies. 


during 


Dramatic increases in life 
expectancy combined with 
profound changes in lifestyle are 
leading to heightened incidence 
of cardiovascular diseases, cancer, 
diabetes, mental disorders and 
other chronic conditions. 
Depression and heart diseases are 
fast replacing infectious diseases 
and malnutrition as the leading 
causes of disability and premature 
deaths. Noncommunicable 
diseases are responsible for more 
than 24 million deaths a year, 
almost half of the total deaths 


worldwide. 


This emerging epidemic 
will transform the health needs 
of countries in the South-East 


Diseases (Summary, edited by J.L. Murray and A.D. Lopez, WHO, 1996). 


Asia Region in the years ahead. 
Today, 
the Region are 
through demographic and 


most countries of 


passing 


epidemiological transitions. 
Improvements in health status 
resulting from economic 
development, better education 
and improved health coverage 
have resulted in a demographic 
shift with an_ increasing 
proportion of adults and elderly 
persons. This in turn contributes 
to the increase in the relative 
burden of noncommunicable 
diseases. In India, for example, it 
is projected that the share of the 
total disease burden due to 
noncommunicable diseases will 
almost double over the next 
three decades, from 29 to 57 


per cent. 


from the World Health Report 1997 (WHO, Geneva, 1977), and The Global Burden of 
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The impending scourge 


Worldwide, diabetes mellitus presents one of the most challenging threats to health today. Recent 
data show that approximately 135 million people suffer from diabetes mellitus, and that this number 
will reach almost 300 million by the year 2025. This can be attributed to factors such as population 
aging, unhealthy diets, obesity and sedentary lifestyles. While the increase will be nearly 45 per cent 


in developed countries, it will be almost 200 per cent in developing countries. 


An analysis of epidemiological and clinical data from studies carried out recently in Bangladesh and 
Indonesia showed the growing burden of diabetes. For example, the prevalence of diabetes in the 
urban population in Bangladesh increased from 1.1 per cent in 1985 to 6.9 per cent in 1993, and in the 
rural population from 0.8 per cent in 1985 to 2.1-4.3 per cent in 1992-1993. Similar increases in the 


prevalence of diabetes between 1983 and 1993 were demonstrated in two urban population studies 


carried out in Jakarta. 


Because diabetes is associated with an increased risk of other diseases, its prevention and treatment are 
priority issues. Diabetes is closely linked with heart disease, kidney failure and blindness. It adversely 
affects the outcome of pregnancy and can lead to male impotence. Overall, a dual approach is 
recommended for diabetes control. On the one hand, improving health services, the availability of 
medication and blood glucose monitoring equipment as well as patient education can lead to short- 
term gains. On the other hand, an integrated approach is required for the prevention of diabetes 
which incorporates lifestyle modification and risk factor reduction. Developing countries will bear the 


burden of the diabetes epidemic in the 21st century, for which national plans and policies for prevention 


and control will be needed. 


Many steps have been taken 
towards reaching the goal of 
health for all over the last two 
decades. Asa result of the 
initiatives taken by Member 
States, the health of the people 
in the Region has shown an 


overall improvement. The 
positive results are reflected in 
increases in life expectancy, 
reductions in infant mortality and 
through 
immunization. While these 


wider coverage 
achievements are commendable, 
many formidable challenges 
still remain. 


Confronting the 
Double Burden of 


Diseases 


The increase in life expectancy, 
the reduction in infant mortality, 
the dramatic acceleration of polio 
eradication activities, and the 
near elimination of leprosy and 
eradication of guineaworm 
disease, together with smallpox 
eradication, have been major 
achievements over the 20 years 
during which the health-for- 


all strategies have been 
implemented. However, despite 


an overall improvement in the 


health situation, communicable 
diseases like tuberculosis, acute 
respiratory infections and 
diarrhoeal diseases still dominate 
the disease pattern in some 
countries. Further aggravating 
the situation is the re-emergence 
of malaria, plague and kala-azar 
which were on the verge of 
eradication, and the emergence 
of new infections like HIV/ 
AIDS. 


As evidenced by the decline in 
death rates and the increase in life 
expectancy, the process of 
epidemiological transition is 
under way in most SEAR 
countries. | Communicable 
diseases are gradually being 
replaced by chronic and 
degenerative conditions in some 
countries as the main causes of 
death, iliness and disability. Thus 
the Region has to bear a double 
burden of diseases: communicable 
diseases associated with poverty, 
overpopulation, malnutrition, 
ignorance and crowded and 
unhygienic living conditions, and 

diseases 
affluence, 


noncommunicable 
associated with 

stress, changes in lifestyles and 
dietary habits, and longer life 


spans. 


The increase in life 
expectancy, the 
reduction in infant 
mortality, the 
dramatic acceleration 
of polio eradication 
activities, and the 
near elimination of 
leprosy and 

eradication of 
guineaworm disease, 
together with 
smallpox eradication, 
have been major 
achievements over 
the 20 years 
during which the 
health-for-all 
strategies have been 
implemented. 
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Many countries have already 
taken meaningful steps to 
prevent and control infectious 
diseases by strengthening 
epidemiological surveillance, 
developing response 
mechanisms, promoting active 
community participation, and 
environmental 


rapid 


reducing 
degradation, among others. 
However, in many countries, the 
problem of noncommunicable 
diseases has yet to 
receive due attention. Since 
many noncommunicable diseases 
are incurable, the emphasis has 
to be on preventing pre- 
mature onset, delaying their 
development in later life, 
alleviating the suffering they 
cause, and providing support 
services to care for those disabled 
by these diseases. Countries will 
need considerable support from 
international and national 
organizations to develop 
programmes for the prevention, 
control and management of non- 
communicable diseases. 


Reducing Maternal 
Mortality 


Maternal and child health and 
family planning have been 
identified as essential elements of 
primary health care. Since the 
declaration of Alma-Ata, 
considerable success has been 
achieved in family planning and 


child health programmes. 
Unfortunately, in contrast to this 
success, progress in reducing 
maternal mortality in the Region 
has been very slow. Too many 
women in the Region still die 
needlessly from complications of 
pregnancy and childbirth. This 
has a devastating effect on their 
families and the communities in 
which they live. Countries need 
to direct more attention and 
provide more resources to reduce 
this human tragedy. 


Data clearly shows that countries 
with a well developed primary 
health care infrastructure, with a 
well functioning referral system, 
and with a high proportion of 
conducted by 
midwifery trained personnel have 


deliveries 


low maternal mortality. Equal 
emphasis must now be laid on the 
‘maternal’ component of 
maternal and child health 
programmes. Management and 
training programmes in safe 
motherhood need to focus on 
midwives who are assigned to the 
community. 


The slow progress in improving 
maternal health can also be 
attributed to the low status 
accorded to women in many 
cultures of the Region. In these 
cultures limited 
appreciation and understanding 
of women’s role in and 
contribution to sustainable 


there is 


taken 


development, limited concepts of 
women's health, and inadequate 
political commitment to 
women's improvement. Increased 
attention will need to be directed 
to the promotion of women's 
health and to making health 
systems more responsive to 
women's needs. Policies must be 
enacted to improve the status of 
women and women must be 
allowed to actively participate 
in designing, implementing 
and monitoring health 


programmes. 


Controlling 
Population Growth 


During the last 20 years most 
countries of the Region have 
curb 
Con- 
sequently, population growth 
rates have decreased substantially 


measures to 
population growth. 


in most countries. Nevertheless, 
the Region has added another 
one-third to its total population 
in the last fifteen years and is now 


_ home to a quarter of the world’s 


people. 


Further significant increases in 
population projected for the 
coming years will seriously affect 
the economic growth and 
standard of living in countries of 
the Region. These increases will] 
also contribute to the burdens of 
poverty and environmental 
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degradation. Substantial and 
urgent efforts are therefore 
needed to strengthen health 
promotion and_ education 
programmes for communities, 
and to provide family planning 
services that are accessible, 
acceptable and affordable to 
those who need them. 


Strengthening 
Health Systems 


Health systems development is 
at a critical stage in all SEAR 
Ideally, multiple 
partners - public, private and 
nongovernmental organizations - 
should be involved in designing 
health systems, but ultimate 


countries. 


accountability lies in the hands 
of governments. National health 
policies and strategies have been 
formulated in all countries and 
governments are committed to 
their implementation within the 
context of national health and 
socioeconomic development 
plans. A critical challenge is to 
build and maintain solid links 
between the commitment to 
equity and the formulation of 
policy as well as between the 
principles of pursuing health for 
all and the practicalities of health 
care provision. 


Recognizing the inadequacies of 
the prevailing health systems, 
particularly with regard to 


primary health care support, 
attention has been given by all 
countries of the Region to reform 
their health systems. However, 
in strengthening district health 
systems, inadequate attention has 
been given to the relationship 
between primary health care and 
activities of the first and 
intermediate referral levels 
(hospitals). Linkages between 
the first level of contact in the 
health system and other levels are 
vitally important as they provide 
access to life-saving specialized 
care. 


in the 


Another dichotomy 
development of health systems in 
some countries is the higher 
investment of resources on the 
development of hospital-based 
care, at the cost of insufficient 
resources for community-based 
care for the majority. Finding an 
appropriate balance for allocating 
resources between primary, 


secondary and tertiary levels of 
health care requires a clear 
understanding of the appropriate 
interactions of the three levels, 
the promotion of public and 
professional awareness of the 
need for such balance, firm policy 
making and _ policy-related 
budgeting. 


Changes in health financing are 
taking place in the Region, 
including the introduction of user 
fees and private insurance 
schemes. Where an actual 
transfer of responsibility for the 
provision of health care has 
occurred, services can be provided 
by a broad range of private 
providers, for example traditional 
health practitioners, general or 
specialist medical practitioners, 
nongovernmental organizations, 
and large private hospitals in 
urban areas. Due to lack of 
financial resources, governments 
feel that a policy of privatization 
in the health sector may not only 
free government resources, but 
may also improve the quality of 
services since private providers 
have better incentives to provide 
good quality services to their 
customers. At the same time, 
governments in the Region have 
to cautiously formulate their 
policies on privatization, 
to ensure that the quality of 
public services is continuously 
improved and, most importantly, 


that health services are within 


br > Qa 
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the reach of the poor. 


Experiences of countries show 
that the conventional approach 
to providing health care is 
inadequate. Community action 
for health is now not only 
considered a political necessity 
but also an important and 
effective mechanism for 
planning, implementing and 
evaluating health development at 
the local level. Increasing 
community awareness and 
creating mechanisms for 
community involvement should 
be priority strategies for health 
and social development 
programmes in all countries of the 
Region. Experience has shown 
that creative management and 
active community involvement 
can be realized at the district 


level. 


Sustainability is another key issue 
in health development - and one 
of the major challenges that 
governments will have to face as 
the countries move into the 2 [st 
century. Much of the success of 
health programmes such as 
immunization is due to the 
investment in terms of financial 
and human_resources by 
countries, WHO, other UN 
agencies and bilateral donors. 
Countries of the Region are now 
gearing up to meet the challenge 


of sustaining such programmes on 
their own. 


Developing Human 
Resources 


The most critical problems still 
affecting human resources for 
health in the Member States of 
the Region revolve around the 
dual facets of balance and 
relevance. All countries are 
facing the challenges of 
improving quality and providing 
equity, as well as making optimal 
use of human resources. 


A significant factor contributing 
to the geographical and 
qualitative imbalance of the 
health work force in most 
countries is the ongoing health 
sector reform, particularly the 
growing privatization and the 
resultant competition between 
the public and private sectors. At 
present, it is not economically 
feasible to fully extend public 
sector health services to the entire 
population. Thus it is important 
to expand and strengthen the role 
that individuals, families and 
communities can play in the 
promotion and protection of 


health. 


There are shortages in most 
categories of health personnel in 
some (Bhutan, 
Maldives, Indonesia and Nepal). 
Other countries (Bangladesh, 
India, Myanmar and Thailand) 
have sufficient or excess numbers 


countries 


of doctors but shortages in other 
categories. The shortage in 
nursing and midwifery personnel 
in most countries is critical. In 
fact, it contributes to the 
continuing high maternal 
mortality and low accessibility of 
care during pregnancy and 


childbirth. 


Another issue is the imbalance in 
deployment of health personnel 
between rural and urban areas. 
The increasing competition 
between the public and private 
sectors further aggravates these 
imbalances. On the positive side, 
this may stimulate people to enter 
health professions. 


Other constraints stem from 
the absence of clearly defined 
policies and plans for human 


the lack of 


adequate managerial know-how, 


resources and 


particularly at the district level 
and_ below. In addition, 
educational institutions tend to 
seek quality with insufficient 
attention to the real needs of 
communities as well as to their 
own resource constraints. 


Advancing Science 
and Technology 


science and 
technology are taking place at a 
breathless pace. Many of these 
advances have helped in the 


Advances in 


a 
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Actions needed to improve 
human resources for health in the Region 


e Strengthen the coordination of human resources development with the needs of health care in 
the countries through greater attention to policy development and planning. Developing human 


resources for health (HRH) master plans in a number of countries which still do not have them 
will be a move towards this end. 


e While recognizing the positive contribution of a well organized private sector in health care, 
reorient the advocacy and regulatory roles of governments, to ensure the requisite quality of health 
personnel, and establish standards in health care. Also there is a need to ensure the rational 
selection and use of rapidly evolving new technologies. This means increasing the social 
responsibility and accountability of educational institutions. 


e Continuously improve educational programmes, by constantly ensuring relevance and the use of 
effective and efficient educational strategies. Educational institutions should collect and analyze 
information relative to the organization of primary health care and the working environment of 
their graduates and trainees. 


e Improve the continuing education systems in countries, linking these with career development. 
The continuing education programmes should be based on analyses of training needs and should 


provide opportunities for all staff to participate. 


e Strengthen the HRH managerial capacity in countries, with particular emphasis on assessment of 


performance and the institution of appropriate ways of rewarding quality performance. 


¢ Promote closer regional cooperation in HRH development through the strengthening of regional 
institutions, exchange of teachers and staff, and organizing more regional training programmes. 
Regional level mechanisms for establishing equivalence of educational qualifications such as degrees 


and diplomas will also need to be developed to facilitate this process. 


e The concept of health care teams has to receive practical expression. Towards this goal WHO will 
support the countries to develop appropriate mixes of skills and the managerial guidelines to 


optimize the performance of the different team members. 


ort all these actions, it is essential to develop and maintain an information system to allow 


¢ To supp 
ecisions by HRH policy makers in planning, educating and managing health 


evidence-based d 


personnel. 


e Finally, all the issues and concerns stated above and the actions to redress them require the 
b] 


mobilization of more resources for HRH development. 
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management of serious health 
problems in the Region. For 
example, the discovery of a 
simple, low-cost oral rehydration 
solution has saved the lives of 
millions of infants and young 
children afflicted with diarrhoea. 
Similarly, the development of 
vaccines has saved millions of 
young children from diseases such 
as poliomyelitis, diphtheria, 
measles and neonatal tetanus. 
With the help of oral vaccines 
and specialized diagnostic tests, 
rapid progress is being made 
towards eradicating poliomyelitis 
from the Region. 


Scientific advances have also led 
to the development of high-cost 
low-volume technologies which 
are only available to a few. The 
challenge is for countries to 
determine their priorities - 
whether to spend the available 
resources on _ high-cost 
technologies suitable for tertiary 
care settings or to invest in low- 
cost technologies which will be 
available to the majority, 
including the poor. Thus science, 
through the development of low- 
cost technologies, has a crucial 
role in advancing the pursuit of 
equitable health development. 


A further challenge is to develop 
a viable link between science and 
policy making. Since researchers 
and policy makers often come 
from different backgrounds, there 


is an urgent need for policy 
makers to better understand and 
use the findings of scientific 
research for policy formulation. 
If such partnerships are not built, 
there is a real risk of the benefits 
of science being lost to the people 


at large. 


Science also plays a vital role in 
understanding the determinants 
of health and ill health. Such 
information is necessary for 
formulating timely interventions. 
For example, research findings 
that malnutrition during 
gestation and infancy has life- 
long effects have helped in the 
development of preventive 
strategies. Science also helps in 
the development of guidelines, 
indicators and other tools used 
evaluate 


to monitor and 


programmes. 


Thus, countries should accord 
science a central role in health 
development. WHO, as the lead 
agency for international health 
development, has an important 
role in encouraging and 
promoting the enhancement 
of scientific capacity in the 
Region. 


Fostering 
Partnerships for 


Health 


The pursuit of health for all poses 


many challenges and 
opportunities in which health is 
precariously balanced between 
the haves and the have-nots, 
between access and deprivation. 
It is becoming increasingly 
evident that the health sector 
alone cannot provide efficient 
and effective health services to 
entire populations. The health 
sector must forge active 
partnerships with other players, 
including the private sector, 
industry, other government 
non- 


sectors, as well as 


governmental organizations. 


Partnerships do not imply only 
the financing of services which 
governments are unable to 
provide. Effective partnerships 
demand a clear understanding of 
common interests and objectives, 
and shared responsibility for 
outcomes. There must be clarity 
regarding the nature of the 
contribution by each partner - 
whether it be time, money or 
other resources. Partnerships can 
be product-based, for example 
providing bed nets for malaria 
control, or service based, as in the 
prevention of diseases. They 
can also be setting based, for 
example healthy city and safe 
workplace projects, or issue based 
as in polio eradication. 


With the shift in government 
policies in many countries of the 
South-East Asia Region towards 
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free market economies, and with 
the increasing privatization of 
health care, the private sector is 
becoming more and more 
important to economic growth as 
well as to health development. 


Governments must actively seek 
partnerships with this important 
sector, as well as with many other 
players in health. As the lead 
agency in international health, 
WHO has a pivotal role to play 


in promoting, coordinating 
and participating in health 
development partnerships. This 
becomes increasingly important 
as the world moves steadily 


towards the goal of health for all. 


Seeking new partners 


The diversity and inter-relatedness of determinants impacting on health clearly imply that responsibility 
for health development cannot rest solely on the health sector. The major health challenges confronting 
the Region today are issues related to poverty, health equity, quality of health care, women’s health, 
environmental degradation, population pressures, urbanization, increasing privatization of medical care 
and large pockets of disempowered communities that have little access to health care. 


The health sector cannot address these challenges alone. It must stretch its boundaries and seek new 
partners to fulfil its mandate to the people. It must foster and establish new relationships. These will 
involve both public and private sectors, industry and market enterprises, universities, professional 
associations, communities and others to effectively address the issues and the ethics involved in protecting 
the individual’s fundamental right to health. Such partnerships must be sustained to impact on 
healthy public policy as well as empower individuals and communities to take control over the 
determinants of their own health. 


While attempts have been made in the past to forge health partnerships, these need to be broadened, 
intensified and systematized for wider participation, internalization and sustainability. Ministries of 
health and WHO have a pioneering role in initiating and maintaining health partnerships. 
The health of future generations will depend on how well we play this most challenging role. 


Dr Uton Muchtar Rafei 
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DATA TABLES 


Explanatory notes for data tables and graphs 


The data provided in the tables and graphs in this report have been compiled from several sources, 
including national health information bulletins and other similar national publications as well as 
official publications of WHO and other UN agencies and direct contributions from technical units 
in the South-East Asia Regional Office of WHO. National data on selected health indicators as 
provided by countries to the Regional Office in the country reports of the third evaluation of the 
implementation of the HFA strategy are also presented. Where tables and graphs cover selected 
countries of the Region, the selection has been based on the availability of comparable data for each 
specified time period. 


Wherever possible, the latest available information for individual countries has been presented. Since 
these data are subject to many limitations, including fragmentation, non-comparability due to 
differences in definitions, concepts and measurement units, as well as inconsistency, caution should 
be used when using the data for trend analysis or intercountry comparisons. Caution in the use of 
maternal health indicators is especially important since these data often have varying definitions, or 
are based on limited survey findings, etc. 


Footnotes for data in the tables in this Annex are indicated by a superscript alphabetic character 
either following the indicator title or following the data value of the indicator for a particular country. 
The footnotes include explanatory notes regarding major discrepancies with other official sources, 
where reference years differ from the year or period shown, where definitions differ, how data values 
were calculated, or where other primary sources of data have been cited. The list of footnotes is 
provided immediately after the data tables. Sources for the data in the tables in this Annex are 
indicated by a superscript number, either following the indicator title or following the data value of 
the indicator for a particular country. A reference list of sources is provided in Annex 2 and definitions 
for the indicators in the data tables are provided in Annex 3. Where data are not reported, “n/r” has 


been indicated. 
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Indicator 


Demographic Indicators 


ib 
Total population (in thousands) ” 1996 120,073 600 


Surface area (thousands of sq km) 1994 


1 
Population density (persons per sq km) 1996 
Population growth rate (%) 1990-95 


144 
: 834 
2.16 
5.26 


Average annual growth rate of the urban population (%)" 1990-95 


Ww 

: 

=" 
fore 
Ee 


> 
(oe) 
—_ 


Socioeconomic Indicators 


GNP per capita (US$)’ 1995 240 
Average annual growth rate of the GNP (%)’ 1985-95 pm 
| Average annual rate of inflation ( %)’ 1985-95 6.4 


Human development index’ 1994 0.368 0.338 


3 


- Dependency ratio: Total 1995 74.2 80.5 


oS 
\O 


Old-age 1995 5.4 6.3 

Young 1995 68.8 74.2 

Adult literacy rate (%):”" 1995 38.1 42.2 
1995 26.1 28.1 

1995 49.4 56.2 


Gross primary school enrolment ratio (%):’ Female 1992 
Male 1992 

Gross secondary school enrolment ratio (%):" Female 1992 
1992 


Male 
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0.446 0.668 


27.5 90.2 
14.0 Bi. 
40.9 93.4 


Health and Nutrition Indicators 


I2,m 


111] 


Low-birth-weight newborns ( %) 


Children with acceptable weight-for-age (%). 


P 


Infants immunized (%): 


: : P 3 9 
Pregnant women immunized with tetanus toxoid (%) 


Attended by trained personnel: Pregnant women. 1995 39.4" 51.4 
(% of live births) Deliveries 1995 14° | 15.1 


Women of child-bearing age using contraceptives (%)° 


; ; 8 
Population with access to safe water (%): 


. . . . 8 
Population with access to adequate sanitation(%): Total 
Urban 
Rural 


Myanmar Nepal | Sri Lanka | Thailand 


Health and Nutrition Indicators 


py 61.1" 63.5 70.60 | 
61.7 65.3 71.60 64.1/61.8 
60.6" 61.5 69.87 60.1/59.7 


eas 


os 
24.4" 98° 81.6 

87. 1/43. 5. 46. 59 95 

2) Ee 


Secondary school enrolment ratio (females as a % of males) 1990-94 


Footnotes for data tables 
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n/r 


Estimates from UN, World Population Prospects, The 1996 Revision. 


Data for 1990. | 
Calculated from total population and surface area provided. 

Data for 1995. 

Data for 1996. 

Calculated from adult illiteracy rates provided in the source document. 

Data for 1990-94. 

Data for 1991-96. 

For urban/rural areas for 1994. Based on records of vital events collected from 169 urban 
towns and from 40 rural towns. 


Data for 1991. 
Country reports an infant mortality rate per 1000 live births based on data for the two-year 


recall period of the National Health Survey 1994. 

Data for 1992-96. 

Country reports an under-five mortality rate of 111.7 under-five deaths per 1000 live births 
based on data for the second year of the two-year recall period of the National Health Survey 
1994. 

Country reports a maternal mortality ratio of 3.8 maternal deaths per 1000 live births based 
on data (18 maternal deaths and 4,735 live births over a two year period) from the National 
Health Survey 1994. 

Data for 1992-93. 

For urban/rural areas. 

Data for 1993-95. 

Data for 1993. 

Data for 1994 based on 18,229 children 0-12 months old weighed during immunization 
sessions in Basic Health Units (BHUs) and hospitals, with grades I, II, and III counted as 
malnourished. 

Data for 1994. 

Reference year for data unknown. 

For urban/rural areas for 1993. 

Data for 1990-96. Footnote in the source indicates that data refer to years or periods other 
than those specified, differ from the standard definition, or refer to only part of a country. 
Data refer to 1994 or latest available year. 

Footnote in the source indicates that no wage data was available. An estimate of 75%, 
the mean for all countries with wage data available, was used for the ratio of the female non- 
agricultural wage to the male non-agricultural wage. 

Data refer to latest available year. 


Data not reported. 


SOURCES FOR DATA TABLES 


10 


11 
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WHO, The World Health Report 1997, Geneva, 1997 

UN, 1994 Demographic Yearbook, New York, 1996 

UN, World Population Prospects, The 1994 Revision, New York, 1995 

UN, World Urbanization Prospects, The 1994 Revision, New York, 1995 

World Bank, World Development Report 1997, Oxford University Press, New York, 1997 
UNDP, Human Development Report 1997, Oxford University Press, New York, 1997 
UNESCO, World education report 1995, Paris, 1995 

National reports on the third evaluation of the implementation of HFA strategies, 1997 


WHO, South-East Asia Regional Office, Routine and ad hoc reports from countries to the 
EPI Unit, New Delhi, 1997 


UNICEF, The State of the World's Children 1997, Oxford University Press, New York, | 
1997 


Bhutan, Ministry of Health and Education, Health Division, Annual Health Bulletin 
1994, Thimphu, 1994 


Bhutan, Ministry of Health and Education, Health Division, Report on National Health 
Survey June 1994, Thimphu, January 1996. 


DEFINITIONS FOR INDICATORS IN DATA TABLES 


Administrators and managers (% women): reflects the share of women in administrative and 


managerial positions. It is an element of the vender empowerment measure (GEM). (UNDP, Human 


Development Report 1995) 
(%): is the percentage of persons aged 15 years and above who can read and write. 


Adult literacy rate 
lifiers in each country and at each census. (UN, 


The application of this definition is subject to qua 


1993 Demographic Yearbook) 


Adult literacy ratio (females as a % of males): is the ratio of adult literacy of females to that of males, 


expressed as a percentage. 
Average annual growth rate of the GNP (%): is computed from GNP measured in constant 1987 
prices using the least-squares growth rate method. (World Bank, World Development Report 1997) 


Average annual growth rate of the urban population (%): is the average annual rate of change in the 
percentage of the urban population computed from the total increase in the urban population over 
five year periods, based on the methodology of the Population Division of the United Nations. (UN, 
World Urbanization Prospects, The 1994 Revision) 


Average annual rate of inflation (%): shows annual price movements for all goods and services 
produced in an economy. Methodological details are provided by the World Bank in the World 
Development Report 1997. 


Children with acceptable weight-for-age (%): is the number of children with weight-for-age acceptable 
as a percentage of the children weighed. Children whose nutritional status (weight-for-age) is acceptable 
are those whose status falls within the range of 80%-120% or +/- 2 standard deviations of the national 
or international reference populations, such as growth charts of the US National Center for Health 
Statistics. (WHO, Implementation of Strategies for Health for All by the Year 2000, Third Monitoring 


of Progress, Common Framework) 


Crude birth rate (per 1000 population): is the annual number of live births occurring per thousand 
mid-year population. (UN, 1993 Demographic Yearbook) 


Crude death rate (per 1000 population): is the annual number of deaths occurring per thousand 
mid-year population. (UN, 1993 Demographic Yearbook) 


Deliveries attended by trained personnel (% of live births): is the number of deliveries attended by 
trained personnel per 100 live births. (WHO, Implementation of Strategies for Health for All by the 
Year 2000, Third Monitoring of Progress, Common Framework) 


Gender empowerment measure (GEM): is an index which focuses on three variables that reflect 
women's participation in political decision making, their access to professional opportunities, and 
their earning power. (UNDP, Human Development Report 1995) 


Gender-related development index (GDI): is an adjustment of the human development index (HDI) 


for gender equity in life expectancy, educational attainment and income. (UNDP, Human Development 
Report 1995) 


Gross national product (GNP): is the sum of gross value added by all resident producers, plus any 
taxes (less subsidies) that are not included in the valuation of output, plus net receipts of primary 
income (employee compensation and property income) from nonresident sources, divided by the 
midyear population and converted to U.S. dollars using the World Bank’s Atlas method. This 
involves using a three-year average of exchange rates to smooth the effects of transitory exchange rate 
fluctuations. GNP per capita is estimated by World Bank staff based on national accounts data collected 
by World Bank staff during economic missions or reported by national statistical offices to other 
international organizations such as the Organization for Economic Cooperation and Development 


(OECD). (World Bank, World Development Report 1997). 


Gross primary school enrolment ratio (%): is the total enrolment in first-level education, regardless 


of age, divided by the population of the age-group which officially corresponds to primary schooling. 
(UNESCO, World education report 1995) 


Gross secondary school enrolment ratio (%): is the total enrolment in second-level education, 
regardless of age, divided by the population of the age-group which officially corresponds to secondary 
schooling. (UNESCO, World education report, 1995) 


Human development index (HDI): is a composite of three indicators which reflect important 
dimensions of human development: longevity, as measured by life expectancy at birth; educational 
attainment, as measured by a combination of adult literacy (two-thirds weight) and combined primary, 
secondary and tertiary enrolment ratios (one-third weight); standard of living, as measured by real 
GDP per capita (in purchasing power parity dollars). (UNDP, Human Development Report 1997) 


Infant mortality rate (per 1000 live births): is the number of deaths under one year of age per 1000 
live births. (WHO, International Statistical Classification of Diseases and Related Health Problems) 


Infants immunized with BCG (%): is the percentage of infants reaching their first birthday that 
have been fully immunized (1 dose) against tuberculosis. (WHO, Implementation of Strategies for 
Health for All by the Year 2000, Third Monitoring of Progress, Common Framework) 


Infants immunized with DPT3 (%): is the percentage of infants reaching their first birthday that 
have been fully immunized (3 doses according to the immunization scheme adopted in the country) 
against diphtheria, tetanus, and whooping cough. (WHO, Implementation of Strategies for Health 
for All by the Year 2000, Third Monitoring of Progress, Common Framework) 


Infants immunized with measles vaccine (%): is the percentage of infants reaching their first birthday 
fully immunized against measles (1 dose). If the national schedule provides for immunization in a 
different age group, such as in the second year of life, the value should be the percentage of children 
immunized in the target age group and this should be clearly mentioned. (WHO, Implementation of 
Strategies for Health for All by the Year 2000, Third Monitoring of Progress, Common Framework) 


Infants immunized with OPV3 (%): is the percentage of infants reaching their first birthday that 
have been fully immunized against poliomyelitis (3 doses). (WHO, Implementation of Strategies for 


Health for All by the Year 2000, Third Monitoring of Progress, Common Framework) 


would live if subject to the 
-section of the population at the time of their birth. (UNICEF, 


Life expectancy at birth (years): is the number of years newborn children 


mortality risks prevailing for a cross 
The State of the World's Children 1997) 

%): is the number of live born babies with birth weight less than 2500 
grams as a percentage of the total number of liveborn babies weighed, with the measurement being 
taken preferably within the first hours of life, before significant postnatal weight loss has occurred, 
(WHO, Implementation of Strategies for Health for All by the Year 2000, Third Monitoring of 


Progress, Common Framework) 


Low-birth-weight newborns ( 


Maternal mortality ratio (per 100,000 live births): is the number of maternal deaths per 100,000 
live births; may also be expressed per 1000 or per 10,000 live births. A maternal death is the death of 
a woman while pregnant or within 42 days of termination of pregnancy, from any cause related to or 
aggravated by the pregnancy or its management, but not from accidental or incidental causes. (WHO, 


International Statistical Classification of Diseases and Related Health Problems) 


Old-age dependency ratio: is the ratio of persons 65 years or above to those in the “economically 
productive” age group (15-64 years), i.e. the number of persons 65 years and above per 100 persons 


between 15 and 64 years. 


Population density (persons per sq km): is the number of persons in the total population for a given 
year per square kilometer of total surface area. (UN, 1993 Demographic Yearbook) 


Population growth rate (%): is computed by taking into account the crude birth rate, the crude death 
rate, and the net international migration rate of a country for a given year. (Rates have been computed 
as average annual rates of population growth over periods of five years.) It is an algebraic sum of the 
natural growth rate (crude birth rate minus crude death rate) and the net international migration rate, 
expressed as a percentage. (UN, World Population Prospects, The 1994 Revision) 


Population with access to adequate sanitation (%): is the percentage of the population with adequate 
excreta-disposal facilities that can effectively prevent human, animal and insect contact with excreta. 


(WHO, The World Health Report 1996) 


Population with access to safe water (%): is the percentage of the population with safe drinking- 
water available in the home or with reasonable access to treated surface waters and untreated but 


uncontaminated water such as that from protected boreholes, springs and sanitary wells. (WHO, The 
World Health Report 1996) 


Pregnant women cared for by trained personnel (% of live births): is the number of pregnant 
women cared for during pregnancy by personnel trained for pregnancy and childbirth per 100 live 
births. The type of trained personnel should be stated, e.g. doctor, nurse, midwife, trained traditional 
birth attendant, etc. (WHO, Implementation of Strategies for Health for All by the Year 2000 
Third Monitoring of Progress, Common Framework) 


Pregnant women immunized with tetanus toxoid (%): is the number of pregnant women immunized 
with 2 or more doses of tetanus toxoid per 100 live births. (WHO, Implementation of Strategies for 
Health for All by the Year 2000, Third Monitoring of Progress, Common Framework) 


Primary school enrolment ratio (females as a % of males): is the ratio of the primary school enrolment 
ratio of females to the primary school enrolment ratio of males, expressed as a percentage. 


Seats held in parliament (% women): is the proportion of parliament seats held by women to those 


held by men. 


Secondary school enrolment ratio (females as a % of males): is the ratio of the secondary school 
enrolment ratio of females to the secondary school enrolment ratio of males, expressed as a 
percentage. 


Share of earned income (% women): is the per capita income for women divided by the per capita 
income for men expressed as a percentage. (UNDP, Human Development Report 1995) 


Surface area (thousands of sq km): refers to the total surface area, comprising land area and inland 
waters (assumed to consist of major rivers and lakes) and excluding only polar regions and uninhabited 


islands. (UN, 1994 Demographic Yearbook) 


Total dependency ratio: is the ratio of persons in the “dependent” ages (under 15 years plus 65 years 
or above) to those in the “economically productive” age group (15-64 years), i.e. the number of 
persons under 15 years plus those 65 years and above per 100 persons between 15 and 64 years. 


Total fertility rate (per woman): represents the number of children that would be born to a woman 
if she were to live to the end of her child bearing years and bear children at each age in accordance 
with prevailing age-specific fertility rates. (UNICEF, The State of the World's Children 1996) 


Total population (in thousands): is the mid-year estimate of the total population of a country or area 
as prepared by the Population Division of United Nations based on their methodology for estimations 
and projections to provide a consistent series of demographic parameters for every country of the 


world. (UN, World Population Prospects, The 1994 Revision) 


Under-five mortality rate (per 1000 live births): is the number of deaths of children under five years 
per 1000 live births. (WHO, The World Health Report 1996) 


Urban population (%): is the percentage of persons living in urban areas. Urban is defined according 
to national census definitions. The definitions for South-East Asia Region countries are presented 


below: 


Bangladesh: Places having a municipality (pourashava), a town committee (shahar 


committee) or a cantonment board. 


municipal area committee, town committee, 

nment board); also, all places having 5000 or more inhabitants, 
rsons per square mile or 390 per square kilometer, pronounced 
hree-fourths of the adult male population employed in pursuits 


India: Towns (places with municipal corporation, 
notified area committee or canto 
a density of not less than 1000 pe 
urban characteristics and at least t 
other than agriculture. 


Indonesia: Municipalities, regency capitals and other places with urban characteristics. 


Maldives: Male, the capital. 
Nepal: Localities of 9000 or more inhabitants. 


Sri Lanka: Municipalities, urban councils and towns. 


Thailand: Municipal areas. 


For Bhutan, DPR Korea, and Myanmar, no definition of “urban” is available. (UN, Demographic 
Yearbook, 1988 and 1993) 


Women of child-bearing age using contraceptives (%): is the number of women of child-bearing age 
(defined as aged 15-49) using contraceptives, per 100 women of this age group. (WHO, Implementation 
of Strategies for Health for All by the Year 2000, Third Monitoring of Progress, Common Framework) 


Young dependency ratio: is the ratio of children under 15 years to those in the “economically 
productive” age group (15-64 years), i.e. the number of persons under 15 years per 100 persons between 


15 and 64 years. 


LIST OF ACRONYMS 


AIDS 
ARI 
ASEAN 
AIPS 


BCG 


CDD 


DANIDA 
DHF 
DOTS 
DPR Korea 
DPT3 


EPI 


GDP 


HAV 
HBV 
HCV 
HEV 
HFA 
HIV 

HRH 


TAH 
IMR 


MDT 
NCD 
NGO 
NID 


OPV3 
ORS 
ORT 


PHC 


Acquired immunodeficiency syndrome 
Acute respiratory infection 

Association of South-East Asian Nations 
Atoll team problem solving (Maldives) 


Bacillus Calmette-Guerin antituberculosis vaccine 
Control of diarrhoeal diseases 


Danish International Development Agency 

Dengue haemorrhagic fever 

Directly observed treatment, short course 

Democratic Peoples Republic of Korea 

Diphtheria, pertussis, and tetanus vaccine (third dose) 


Expanded programme on immunization 
Gross domestic product 


Hepatitis A virus 

Hepatitis B virus 

Hepatitis C virus 

Hepatitis E virus 

Health for all 

Human immunodeficiency virus 
Human resources for health 


Intersectoral action for health 
Infant mortality rate 


Multidrug therapy 
Noncommunicable disease 
Nongovernmental organization 
National immunization day 


Oral polio vaccine (third dose) 
Oral rehydration salts 


Oral rehydration therapy 


Primary health care 


PKK 


SEAR 
SEARO 
Sip 


TB 
TDR 


UN 
UNCED 
UNDP 


UNESCO | 


UNICEF 
USA 
USAID 


WHD 
WHO 


Family Welfare Movement ( Indonesia) 


South-East Asia Region of WHO 
South-East Asia Regional Office of WHO 


Sexually transmitted disease 


Tuberculosis 
Special Programme for Research and Training in Tropical Diseases 


United Nations 

United Nations Conference on Environment and Development 
United Nations Development Programme 

United Nations Educational, Scientific and Cultural Organization 
United Nations Children's Fund 

United States of America 

United States Agency for International Development 


Women's health and development 
World Health Organization 
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74 


Twenty years ago, the Member States of the World Health Organization 
adopted the historic resolution calling for Health for All. Since then, 
national strategies and plans of actions have been implemented and 
countries around the world are moving towards the goal. 


The South-East Asia Region is in transition, with rapid changes visible in 
all sectors. While infant mortality rates have decreased and life 
expectancies have risen, population pressures, environmental degradation 

and the emergence of new and re-emergence of old infectious diseases 


pose serious challenges. 


The Regional Health Report 1997 takes a broad view of the health situation | 
in the South-East Asia Region over the past 20 years. It describes the 
achievements, the opportunities and the challenges facing the Region as 
well as underscores the need to forge new partnerships for health. In 
addition to raising relevant issues related to health development, it 
suggests how best to address the problems so that progress towards health _ 
for all in the Region can be ensured. : 


